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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.’ 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative?* and gram-positive®*1° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,»1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. F: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway,'W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC C 56% 


ANTIBIOTIC D 53% 


0 20 40 60 80 100 


*Adapted from Ditmore and Lind.* Organisms tested were isolated from stools of 48 patients. 
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ADVERTISEMENTS 


“Since we put him on NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 
oral 
=NEOHYDRIN'’ 


diuretic 
BRAND OF CHLORMERODRIN 


LAKESIDE 24687 


> adjunctive therapy only | 


THE FIRST TROCHE TO PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


NON-NARGOTIC ANTITUSSIVE EFFICACY 
SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 

a new and extended therapeutic advantage in 
this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS?’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin —a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


Supplied: Vials of 12. 


Each ‘pentazers’ troche contains: 
Homarylamine 
Zine Bacitracin... 


Neomycin sulfate . 
(equivalent to 3.5 mg. neomycin base) 
Benzocaine 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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PENTAZETS is a trademark of Merck & C Inc.” 


_ BETTER PAIN RELI 
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In‘a recent controlled study,* Phenaphen 
was found more effective than a standard aspirin- — 
phenacetin-caffeine formula for relief of ae 
moderate to severe pain... with total freedom : : 
from side effects and from any tendency 
to induce drowsiness. 


*Murray, R. J.: N. ¥, State Jl. Med, 6311867, 1953. 


Each PHENAPHEN capsule contains — 
Acetylsalicylic Acid (24% gr.) . 162 mg. 
Phenacetin (8 gr.) ....... 104mg 
Phenobarbital ..... 16.2 mg. 
Hyoscyamine Sulfate... .. . 0.031 mg. 


Also available ~ 
PHENAPHEN with CODEINE PHOSPHATE 1% GR. 
Phenaphea No. 2 
PHENAPHEN with CODEINE PHOSPHATE 14 GR. 
Phenephen No. 3 
ies PHENAPHEN with CODEINE PHOSPHATE 1 GR. 

Phenaphen No. 4 


obins 


A. H. ROBINS CO., Inc., RICHMOND 20, VA 
I'thical Pharmaceuticals of Merit since 1878 
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Eryt 


against staph-, 
strep- and 
pneumococci 


STEARATE (Erythromycin Stearate, Abbott) 


Indications 

ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
lococci, streptococci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 
for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-cee. bottles. Each 5-ce. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®@Fiimtab—Film-sealed tablets, Abbott; pat. applied for. 
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ADVERTISEMENTS 


REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coccal infec- 
_ tions and may also be used to counteract complications from 

severe viral attacks. It comes in Filmtabs and in Oral Suspension. 6bctt 
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penicillin-sensitive 


602078 


Compocillin-V 


for those 


organisms 


Indications 

Against all penicillin-sensitive 
organisms. For prophylaxis and 
treatment of complications in 
viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 

Depending on the severity of the 
infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-cec. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


| units/cce. 16 


14 
Filmtab Compocillin-V 
aoe (Potassium Penicillin V, Abbott) 
ae Uncoated Potassium Penicillin V 
12 
= Buffered Potassium Penicillin G 
Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study. 
10 
The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G, Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
8 ages of FILMTAB COMPOCILLIN-V at % hour, and at 1 hour. 
6 
4 
2 


Hours 1 2 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 
For children, COMPOCILLIN-V comes in a tasty, banana-flavored Ob Rott 
suspension, It’s ready-mixed — stays stable for at least 18 months. 
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Spon 


and when 
coccal infections 
hospitalize 
the patient 


tin 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 
reports have indicated its effectiveness 
against a wide range of staphylococcal, 
streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Dosage 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 

SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
—cases where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 

% successful short-term therapy for acute or subacute endocarditis 


2 new antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coccal strains 

3 _ antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

4 bactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life Abbott 
of one of your patients—does your hospital have it stocked? 
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ADVERTISEMENTS 


NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets @ shaped for easy retention 


in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Van.) 1958. 


* Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Each doable: Entoz 
tablet contains: 
Pepsin, N.F. 250 mg. 
— released in the stomach from 
gastric-soluble outer 
of tablet. 


Pancreatin, U.S.P 300 mg. 
Bile Salts ..... 


—released in the small intestine 


from enteric- coated inner 


“a 
A H. ROBINS CO., INC. | 
Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


As a “comprehensive. ‘stipplemient to. deficient atural 
secretion of digestive enzymes, particularly in older 
‘patients, . ENTOZYME effectively improves nutrition by 
~ bridging the gap between adequate ingestion and proper 

_ digestion. Among patients of all ages, it has proved help- 
in chronic cholecystitis, post- cholecystectomy 
“drome, subtotal gastrectomy, pancreatitis, dyspepsia, 
food intolerance, flatulence, nausea and chronic nut 
tional disturbances. 


For digestive enzyme replacement 


ENTOZYME 
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ACHROCIDIN 


A versatile, well-balanced formula capable of modifying 
the course of common upper respiratory infections... 
particularly valuable during respiratory epidemics; when 
bacterial complications are likely; when patient’s history 
is positive for recurrent otitis, pulmonary, nephritic, or 
rheumatic involvement. 


Adult dosage for AcHRociDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Available on prescription only. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Trademark 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


TABLETS (sugar coated) Each Tablet contains: 


ACHROMYCIN® Tetracycline 125 mg. 
Phenacetin 120 mg. 

affeine ... 30 mg. 
Salicylamide ....... 150 mg. 
Chlorothen Citrate . 25 mg. 
Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) Each teaspoonful (5 cc.) 
contains: 
ACHROMYCIN® Tetracycline 


equivalent to tetracycline HCL ..................00 125 mg. 
Phenacetin 120 mg. 
Salicylamide ....... 150 mg. 
Ascorbic Acid (C) 25 mg. 
Pyrilamine Maleate 15 mg. 
Methylparaben 4 mg. 
Propylparaben 1 mg. 


Bottle of 4 oz. 
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ATARAX 


in any 
hyperemotive 
state 


for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tabiets 
t.i.d. Syrup-—3-6 years, one tsp. 
t.id.; over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 
25 mg. tablets—one tablet q.i.d. 
Syrup—one tbsp. q.i.d. 


for severe emotional disturbances 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tablets, bottles of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
multipte-dose vials. 


Some doctors have questioned the use of tranquilizers in children. They feel, and 
rightly so, that these drugs should not be used as palliatives to mask distressing 
symptoms, while etiological factors go uncorrected. But there are three situations in 
which even the most conservative physician would not hesitate to use tranquilizers: 


1. When the usually well-adjusted child needs a buffer against temporary emo- 
tional stress, such as hospitalization. 

2. When a child needs relief from an anxiety-reaction that is in turn anxiety- 
provoking, so as to pave the way for basic therapy. 

3. When anxiety underlies or complicates somatic disease, as in asthma. 


In such situations, tranquilizers are likely to be more effective and better tolerated 
than previously accepted therapy, such as barbiturates. 


But the question arises: which tranquilizer is suitable for children? 


Most of the physicians now using tranquilizers in pediatric practice have found the 
answer to be ATARAX, confirming the conclusions of repeated clinical studies. 


ATARAX is effective in a wide range of pediatric indications. 

ATARAX has produced a “striking response” in a wide range of hyperemotive states.* 
In a study of 126 children, “the calming effect of hydroxyzine (ATARAX) was 
remarkable” in 90%.* Among the conditions that are improved with ATARAX are 
tics, nervous vomiting, stuttering, temper tantrums, Gisciplinary problems, crying 
spasms, nightmares, incontinence, hyperkinesia, etc.* 


ATARAX is well tolerated even by children. 
“ATARAX appears to be the safest, of the mild tranquilizers. Troublesome side 
effects have not been reported. .. .” 


ATARAX effers two pediatric dosage forms. 

ATARAX Syrup is especially designed for acceptability by medicine-shy youngsters. 

A small 10 mg. tablet is also available. In either case, you will get a rapid, uncom- 

ep response. Why not, for the next four weeks, prescribe ATARAX for your 
— pediatric patients. See whether you, too, don’t find it eminently 


PEACE oF ATARAX’ 


on request 
(BRAND OF HYOROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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where there’s a cold 
there’s 


CORICIDIN 


when it’s a simple cold 


CORICIDIN® TABLETS 


when it’s an all-over cold 


CORICIDIN FORTE 


CAPSULES 


when infection threatens the cold 


CORICIDIN with PENICILLIN 


TABLETS 


when pain is a dominating factor 


@ cCORICIDIN with CODEINE 


(gr. % or gr. 22) TABLETS9O 


when children catch cold 


CORICIDIN MEDILETS® 


when cough marks the cold 


<@®) CORICIDIN SYRUP” 


© Narcotic for which oral is permitted 
© Exempt narcotic 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CN-5-228 
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monitors the cough and 


colds and fever take flight like magic 
with 


CORICIDIN MEDILETS’ 
(no caffeine) 
BS color-flecked tablets for relief of sneezes, 

sniffles, congestion and fever of children’s colds 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


wine 


colds and fever take flight like magic 
with 


CORICIDIN’ MEDILETS’ 


(no caffeine) 
color-flecked tablets for relief of sneezes, 


sniffles, congestion and fever of children’s colds 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY cn.s-sze 
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on Rx only 


for “get-up-and-go” 

METHAMPHETAMINE 
e buoys spirits « potentiates pain relief « aids 
decongestive action 


for stress support VITAMIN C 


e supplements illness requirements « bolsters 
yesistance to infection 


for extra relief ANTIHISTAMINE 


e higher dosage strength « optimal therapeutic 
benefit ¢ virtually no side effects 


CN-J-328 


gets patients up 


CORICIDIN FORTE 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


CAPSULES 


Each red and yellow CORICIDIN FoRTB 
Capsule provides: 


CHLOR-TRIMETON® Maleate. . 4 mg. 
(chlor proph y id i maleate) 
Salicylamide ........ 0.19 Gm. 
Methamphetamine 

hydrochloride ...... 1.25 mg. 


On Rx and cannot be refilled without 
your permission 

dosage 

One capsule every four to six hours. 
packaging 

Bottles of 100 and 1000. 

CoRICIDIN,® brand of analgesic-antipyretic. 
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practice infant feeding 


Standard formulas for NEWBORNS 


| 
Breast feeding is the procedure of choice for 
the newborn. But it may need to be comple- 
mented with standard formulas given here. 


The first feeding, 12 hours after birth, consists I 
of a prelacteal solution of 5% Karo Syrup, one if 
or two ounces, repeated at two-hour intervals. 
Breast feeding is started on the second day for 
five-minute intervals and the prelacteal feed- 
ing continued immediately thereafter and 
between nursings. 


Formula feeding is given on the second day if 
breast feeding is denied. The small infant 
prefers the three-hour schedule and the large 
infant the four-hour schedule. 


The initial formula is a low-calorie milk mix- 
ture, gradually increased in concentration 
over several day intervals according to toler- 
ance. Standard formulas for whole cow’s milk 
or evaporated milk modified with diluted 
Karo Syrup as shown here, constitute the 
dietary regimen for well newborns. 


First formulas for newborns, 
concentrated according to tolerance 


Evaporated Milk Formulas: 3 oz. q 4h x 6 feedings 


FORMULA 1 FORMULA II FORMULA I) 

12.5 cals./oz. 16 cals./oz, 20 cals./oz, 
Evap. Milk .. 404 5 oz. 6 oz. 
Water..... 1402 13 oz. 12 oz. 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. 


Whole Cow’s Milk Formulas: 3 1/2 oz. q 4h x 6 feedings 


FORMULA FORMULA It FORMULA II! 
11 cals./oz. 11.5 cals./oz. 13.5 cals./oz. 5 
Whole Milk. . 8 oz. 9 oz. 10 
re 12 oz. 11 oz. 10 oz. ie 
Karo Syrup. . 1/2 oz. 3/4 oz. 1 oz. : 


ADVANTAGES OF KARO IN INFANT FEEDING 


Composition: Karo is a su- 
erior maltose-dextrin mixture 
use the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no digestion. 


Concentration: volume for 
volume Karo furnishes twice as te 
many calories as similar milk 
modifiers in powdered form. 


P urity: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 

much as expensive milk modifiers 
and is available at all food stores. 
Medical Division 

GORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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links 
freedom from 
anginal attacks 


" New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


(PENTAERYTHRITOL TETRANITRATE) 


| with a shelter of 


tranquility 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients—perhaps the next one who 


enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines 
PEIN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with 1- to 2 yellow CARTRAX 
“10” tablets (10 mg. PeTN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink carTRAx “20” tablets 
(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 
a continuous dosage schedule. Use peTN preparations 
with caution in glaucoma. 


“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 


therapeutic approach to the cardiac problem.”! 


1. Waldman, S., and Pelner, L,: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
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now... 


unprecedented 
Sulfa 


therapy 


New authoritative studies show that KYNEX 
dosage can be reduced even further than that 
recommended earlier. Now, clinical evidence 
has established that a single (0.5 Gm.) tablet 
maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KYNEx 
stands alone in sulfa performance— 


e Lowest Oral Dose In Sulfa History—0.5 Gm. 
(1 tablet) daily in the usual patient for main- 
tenance of therapeutic blood levels 


e Higher Solubility—effective blood concentra- 
tions within an hour or two 


e Effective Antibacterial Range—exceptional 
effectiveness in urinary tract infections 


e Convenience—the low dose of 0.5 Gm. (1 tab- 
let) per day offers optimum convenience and 
acceptance to patients 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


*Reg. U.S. Pat. Off. 


SULFAMETHOXYPYRIDAZINE LEDERLE 


NEW DOSAGE 

The recommended adult dose is 1 Gm. (2 tab- 
lets or 4 teaspoonfuls of syrup) the first day, 
followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls 
of syrup) every day thereafter, or 1 Gm. every 
other day for mild to moderate infections. In 
severe infections where prompt, high blood 
levels are indicated, the initial dose should be 
2 Gm. followed by 0.5 Gm. every 24 hours. 
Dosage in children, according to weight; i.e., 
a 40 lb. child should receive 14, of the adult 
dosage. It is recommended that these dosages 
not be exceeded. 


Tablets: 


Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxy- 
pyridazine. Bottles of 24 and 100 tablets. 


Syrup: 
Each teaspoonful (5 cc.) of caraniel-flavored rey 
250 mg. of sulfamethoxypyridazine. Bottle of 4 


1 Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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ADVERTISEMENTS 


the bactericidal action makes the difference 


In addition to rapid clinical re- 
sponse, ‘Ilotycin’ provides the 
important advantages only a bac- 
tericidal antibiotic can give you. 
‘llotycin’ effectively eliminates 
strep. carrier states, directly kills 
pathogens to prevent the emer- 
gence of resistant strains, and of- 
fers maximum assurance against 
spread of infection. 


LILLY AND COMPANY 


INDIANAPOLIS 6, 


Also consider ‘Ilotycin’ for safer 
therapy. Allergic reactions follow- 
ing systemic treatment are rare. 
Bacterial flora of the intestine is 
not significantly disturbed. 

You can achieve more complete 
antibiotic therapy with ‘Ilotycin.’ 

Usual adult dosage is 250 mg. 
every six hours. 

*'llotycin' (Erythromycin, Lilly) 


INDIANA, 


U.S.A. | 
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Maternal Deaths 


DAVID E. GRAY, M.D., Topeka 


For a number of years, the Maternal and Child 
Health Division of the Kansas State Board of Health 
and the Committee on Maternal Welfare of the Kan- 
sas Medical Society have cooperated in studying ma- 
ternal deaths in this state. Interest has increased and 
with it has come the necessity for more complete 
study of these cases. This necessity has two compon- 
ents. First, the only practical value of such a study 
lies in the informative and educational function of 
the results, which obviously makes the accuracy and 
thoroughness of such investigations of prime impor- 
tance. Second, the relative infrequence of maternal 
deaths requires that each be scrutinized closely in 
order properly to assign responsibility and prevent- 
ability. 

The present plan utilizes a comprehensive and 
rather involved questionnaire which makes even the 
most cooperative physician cringe. Recognizing that 
voluntary response to these forms would be minimal, 
the two interested groups and the Kansas State Obstet- 
rical Society have divided the state into districts, 
roughly based on the councilor districts, in each of 
which an interested physician is designated to assist 
the physician attending a maternal death in complet- 
ing the form. 

The fact of a maternal death usually reaches the 


Board of Health through vital statistics channels al- 


though the individual hospitals and physicians have 
been encouraged to report such cases directly in order 
to avoid the obvious delay of certificate processing. 
The chairman of the Maternal Welfare Committee 
then notifies the consultant for the district to contact 


An Outline of a Study in Kansas as It 
Relates to Improvement in Mortality Rates 
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the attending physician and notifies the latter that he 
will be contacted. With all available records, the two 
individuals complete the questionnaire and the con- 
sultant summarizes the information, including his 
opinion on the preventability, and forwards the case 
to the committee. Periodically, these cases are pre- 
sented in anonymous form to the committee for dis- 
cussion and assignment of preventability and respon- 
sibility. 

The educational value of the study has been limited 
so far, the members of the committee being the chief 
beneficiaries. It is contemplated, however, that as the 
program progresses, wider dissemination will be 
accomplished by direct communication of the results 
of the discussion to the physician involved, to the 


It cannot be too strongly emphasized 
that, as one reviews maternal death rec- 
ords with all the wisdom of retrospec- 
tion, the initial episode or indication of a 
condition which eventually culminates in 
a patient’s death is usually some minor 
feature overlooked, ignored, or discount- 
ed until too late. Our problems will be 
solved when we achieve, to paraphrase 
Reinhold Niebuhr’s prayer, the courage 
to act when we should, the strength not 
to act when we should not, and the wis- 
dom to know one from the other. 
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obstetric group by presentation at meetings of the 
Kansas State Obstetrical Society, and to the profession 
generally by publication of abstracts of certain cases 
in the JOURNAL OF THE KANSAS MEDICAL SOCIETY. 
The anonymity will, of course, be retained in the lat- 
ter instances. 

It would be improper to imply that the plan is 
working as smoothly and completely in fact as it 
sounds on paper, but a start has been made. It would 
also be improper to imply that this presentation is in 
any way a report of the findings of the study. It is, 
rather, an individual attempt to look at the maternal 
death situation in Kansas as it has been and is now 
with the hope that each effort to bring the problems 
to the attention of Kansas physicians will contribute 
to the improvement of obstetric practice in Kansas. 


Definitions 


In order to clarify any discussion, certain definitions 
must be established. The generally accepted definition 
of a maternal death is the death of a woman during 
or within 90 days of pregnancy, regardless of cause, 
or later if a relationship between the pregnancy and 
ultimate cause of death can be shown. The immediate 
reaction to this is that it is manifestly unfair to assign 
responsibility for the death to the obstetric experience 
if there is only casual association. There is, however, 
no other way to assure that all possible obstetric 
deaths will be studied, and investigations will, of 
course, assign the case to its proper place. 

A direct obstetric death is one resulting “from 
complications of the pregnancy itself, from interven- 
tion elected or required by the pregnancy or resulting 
from the chain of events initiated by the complication 
or intervention.”* An indirect obstetric death is one 
“resulting from disease existing before or developing 
during the pregnancy, not being a direct effect of the 
pregnancy but being obviously aggravated by the 
physiologic effect of the pregnancy.”’* The remainder 
represent the non-related deaths: those occurring with- 
in the specified time but not being related to the 
pregnancy, its complications, or management. 

After the basic classification of a maternal death, 
further consideration involves the concept of prevent- 
ability. The determination of preventability necessi- 
tates investigation of all details of the individual 
cases if the study is to have any value. It is the essence 
of a maternal death study since it represents the ap- 
plication of the theoretical ideal to practical function. 
Non-preventability of an obstetric death can be de- 
termined only if the death occurred in spite of the 
coexistence of three ideal conceptions: a physician 


* A Guide for Matetnal Death Studies—Committee on 
Maternal and Child Care of the Council on Medical Service, 
American Medical Association, 1957. 
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possessing all the available knowledge relating to the 
factors involved in the process, a high degree of tech- 
nical proficiency of the physician based on experience, 
and the availability of all the facilities of a well- 
organized and well-equipped hospital. 

Most obstetric deaths will obviously be classed as 
preventable, but it must be emphasized that such 
classification is not tantamount to censure. The con- 
scientious and attentive obstetrician will have nothing 
to fear from investigation of a case in his care. 


Material 


There has been a marked decrease in maternal 
deaths in Kansas and in the nation generally in the 
last 20 years. Table I shows the remarkable parallel 
between state and national figures since 1940. From 
rates of 35.5 and 37.6 deaths per 10,000 live births 
respectively in 1940, we have attained rates of 5.1 in 
Kansas in 1956 and 4.7 throughout the country in 
1955 (the latest year for which figures are com- 
plete). The fact that the national figure is better than 
the state figure is not evidence of lower quality of 
obstetric practice in Kansas but the result of two other 
factors: the death rate in Kansas is so low that only a 
case or two added or taken away alter the statistical 
terms considerably and several cases have been added 
to the Kansas total recently because their obstetric 
character has just been revealed (a condition which 
would certainly apply to national figures were it possi- 
ble ever to gather all such cases together). Because of 
this fallibility of statistics, this presentation makes no 
pretense of more than the most general observations. 

There is one obvious factor in the gratifying de- 
crease in maternal deaths during this time: the re- 
duction in deaths due to infectious conditions. In 
order to determine whether other areas of maternal 
care have contributed to this improved situation, the 
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MATERNAL DEATHS oer CLASSIFICATION 


1939 1952 1953 1954 1955 1956 
TOTAL | 75 | 34 | 26 | 33 | 30 | 27 
ia | 8 9 3 | 9 6 
HEMORRHAGE 24% | 235%| 346%; 39.4%) 30% | 222% 
40%} 59% 91% | 133%] 37% 
16 | 10 6 3 3 4 
_ TOXEMIA 213%] 294%| 231%| 91%| 10% | 148% 
ia] ou 4 | a | 6 
MISCELLANEOUS | 412%| 423%] 42.4% 4asx| 59.2% 
Table II 


deaths during the year 1939 and the years 1952 
through 1956 were studied. Thus, two distinctly dif- 
ferent periods and several years within the improved 
period are compared. 

Table II shows the classification of deaths accord- 
ing to general groups: hemorrhage, infection, toxemia, 
and the ever-necessary miscellaneous. The total of 75 
deaths in 1939 and 27 in 1956 takes on added sig- 
nificance when it is noted that the total live births in 
1939 were 29,115 and in 1956 were 53,027 to make 
respective death rates of 25.76 and 5.1. 

Although total deaths from hemorrhage have de- 
creased, the percentage relationship remains consistent 
with the 1939 figure. Infection deaths have been re- 
duced—in one year at least, 1953, reaching the ideal 
of none. Deaths from toxemia have shown a steady 
decline in recent years, representing a distinct obstet- 
ric improvement. Those deaths assigned to the mis- 
cellaneous group have remained the sarne in absolute 
number, resulting in a strong percentage increase. The 
term miscellaneous is not synonymous with non- 
obstetric. The majority of these cases represent ob- 


stetric complications which contributed to death or 
which the patient survived only to succumb to some 
other condition. 

The breakdown of hemorrhage deaths in Table 
III shows a preponderance of cases of uterine atony 
in 1939. It should be noted that this may represent 
a degree of inaccuracy since some cases have been 
arbitrarily assigned to this group in the absence of 
sufficient information in the record to justify other 
classification. Rupture of the uterus shows a distress- 
ing persistence. The histories too often indicate de- 
lay in diagnosis and action and, more regrettably, the 
injudicious use of oxytocics before the second stage of 
labor. The tendency to underestimate blood loss is 
indicated by the occurrence of deaths attributable to 
bleeding from uterine atony in recent years. There is 
no substitute for blood in the treatment of hemor- 
thage and no substitute for the availability of blood 
in the management of obstetrics. 


INFEC TION 


1939 1952 1953 1954 1955 1956 

POSTPARTAL | 17 | | 1 
‘CRIM. ABORTION | 13 \ 2 3 
ECTOPIC 


Table IV 


The grouping of infection deaths in Table IV is 
more interesting if we note that in the recent five- 
year period the total deaths were only one-third of 
those in the one year of 1939. Further, half as many 
girls died from infection following criminal abortion 
in that year as from all causes in 1956. It must be ad- 
mitted, however, that the victory is more the bac- 
teriologist’s and the pharmacologist’s than the obste- 
trician’s. 

The toxemias of pregnancy represent an area in 
which the effect of good obstetric care should be 
discernible. In Table V, it is evident that there has 
been an absolute as well as relative improvement, and 


HEMORRHAGE it seems reasonable to assign some of the credit to 
iese 52 1958 1054 1645 jee the success of the obstetrician’s efforts to educate and 
ABRUPTIO . 3 ; manage his patients. Again, the actual cases are SO few 
in number that one cannot point to statistically signi- 
A greater diversity of diagnoses on death certifi- 
CERV. LACERATION | cates has necessitated the expansion of the miscel- 
UTERINE ATONY} 11 | 2 ! 2 | 4 laneous group and a closer look at the individual 
ABORTION (SPONT) | | 2 cases in order to evaluate the several factors involved. 
(CRIM.) 
RUPT. ARTERY TOXEMIA 
PLACENTA PREVIA -CONVULSIVE | 6 | 4 | 2 | 2 | 
UNSPECIFIED 3 NON-CONVULSIVE | 8 | 6 | 4 | 2 3 
Table III Table V 
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In 1939, the classification of eight cases as nonobstet- 
rical cannot be effectively contested as there is no 
more information available, but it is probable that 
some of these would have been called indirect obstet- 
ric deaths today. The physician who is placed on 
the defensive by the death of an obstetric patient has 
a feeling that some of the onus can be removed by 
denying the obstetric relationship. This brings out 
the point that one of the prime objectives of a mater- 
nal mortality study should be the development of an 
attitude of interest rather than rejection by the physi- 
cians through their realization that it is an educational 
rather than punitive project. 

The following comments refer to the subdivisions 
indicated in Table VI: 

Cardiovascular: In 1952, one of the cerebrovascular 
deaths was associated with nephritis, malignant hy- 
pertension, and toxemia. The other occurred in an 
otherwise normal pregnancy while the patient was 
straining at stool. In 1956, three cases represented 
cerebral hemorrhage, one a rupture of a cerebral 
aneurysm, and two were emboli, one of which was air. 

One of the cases of pulmonary embolus in 1956 


MISCELLANEOUS 


1939 1952 1953 1954 1955 1956 


CARDIO-VASCULAR 
2 
5 


Delmenary embelism 
__Coronery thrombosis | 

Transhusion | 
__C-v 

Pteumatic heart 


Ventriewlar acres? 
RESPIRATORY 


Pulmenery edema 2 
Aspiration 


Ate 
RENAL 


Chronic rene! 3 
Lewes nephron acph. | 
Acute ghmirele nepheitis ic} 


DIGESTIVE 
Acute yellow atrophy 


_ z l l 


Myseremesis 


TOXIC 
Orug reaction ! 


Quinine | 


INFECTIOUS 


Peso | 


Adrenal Failure i] 
_ Men -cbstetrical 


Yakaowa 
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Table VI 


is particularly interesting in that death was due to 
multiple. small emboli from pelvic thrombophlebitis 
which followed the eminently successful management 
of severe postpartum hemorrhage from a cervical 
laceration. The case of coronary thrombosis in the 
same year occurred in a patient who had nephritis 
and experienced a postpartum hemorrhage. 

Transfusion reaction deaths are the more regretta- 
ble because they are undeniably due to some degree of 
human error. What these deaths represent in relation 
to the total number of transfusions given, we cannot 
say, but we can gain some comfort from the realiza- 
tion that a significant number of patients have sur- 
vived because of the effective use of blood. 

The patient who died from ventricular arrest had 
had ventricular tachycardia of 18 months’ duration 
and had been advised against becoming pregnant. 

Res piratory: In 1953, one case of pulmonary edema 
followed intestinal obstruction secondary to necrosis 
of the small bowel due to a sponge which was left in 
the abdomen at cesarean section. Another occurred 
in a case of chronic hypertension with toxemia. The 
case in 1954 was associated with cardiac failure after 
cesarean section. 

The case of pneumonia was viral in etiology, occur- 
ring in a woman five-months pregnant who was re- 
covering from a ruptured appendix. The case of 
atelectasis occurred suddenly while the patient was 
asleep, autopsy also disclosing a right ventricle throm- 
bosis. 

Renal: The patient who died from lower nephron 
nephrosis had a severe postpartum hemorrhage neces- 
sitating hysterectomy. She received 41 pints of blood 
in the first 36 hours. Renal effect appeared on the 
eighth day, and she died on the 16th day. The other 
cases in this group were included because they did 
not qualify as toxemias. 

Digestive: The case of hepatitis followed prema- 
ture labor with placenta accreta and shock. Eclampsia 
was given as an associated condition in the case of 
appendicitis, but there was no evidence that the con- 
vulsions were specifically eclamptic in character. 

It is to be expected that diabetic patients would 
show other pathology. Of those in 1952, one is noted 
as having chronic myocarditis with decompensation. 
The pregnancy actually terminated eight months prior 
to death, but the case was included because of the be- 
lief that the pregnancy contributed to the deteriora- 
tion of the patient. The other case in 1952 showed 
chronic nephritis as well. The 1953 case was associ- 
ated with nephritis, and the 1956 case died in dia- 
betic coma. 

Toxic: Cardiovascular collapse and death followed 
quickly after the administration of Demerol and 
scopolamine in labor to account for the drug reaction. 
The same etiology might be applied to the anesthetic 
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death inasmuch as death followed the administration 
of spinal anesthetic. Although quinine poisoning was 
listed as the cause of death in one case, it should be 
noted that the patient actually had a pelvic infection 
with multiple pulmonary infarcts. 

Of the unclassified group, the death attributed to 
adrenal failure occurred in a patient who went into 
shock following the evacuation of a mole and failed 
to respond to general measures. Autopsy revealed ex- 
tensive degeneration of the adrenal glands, liver, and 
kidneys. The adrenal condition was thought to be pri- 
mary, the only explanation offered being that the pa- 
tient was in an extremely poor state of nutrition. One 
of the unknown cases suggested embolism because 
death was sudden while the patient was on the bedpan, 
but autopsy failed to confirm this or disclose other 
cause. Two cases were undoubtedly secondary to crim- 
inal abortion, the patients dying unattended and be- 
coming coroners’ cases, autopsies indicating pelvic in- 
strumentation and infection. No official classification is 
recorded, however. Two cases are reported as un- 
known because certificate information was inadequate 
to permit classification and requests for further infor- 
mation were not answered. 


Comment 

The reduction of the maternal death rate to its 
present level evokes several points of speculation. 
The increasing number of deaths in the miscel- 


laneous category suggests either that closer scrutiny 
of these cases warrants their exclusion from the di- 
rect obstetric group or that generally improved care 
is bringing these patients through obstetric crises but 
failing to carry them over other complications. It 
indicates the need for more careful evaluation of as: 
sociated conditions with possible revision of some of 
our ideas regarding the advisability of incurring or 
continuing pregnancies. Certainly the obstetrician will 
have to become a more astute judge of nonobstetric 
conditions and complications. 

It seems unlikely that the dramatic reduction in 
deaths in the infectious category can be repeated in 
any other group. Rather, continued reduction of the 
maternal death rate will come from improvement in 
the specific handling of individual cases. It should 
be noted particularly that the dividing line between 
success and failure in the management of obstetric 
complications is often a fine one in which the physi- 
cian’s efforts are not always the deciding factor. We 
must consider also that many patients survive their 
obstetric episodes and consequently do not appear as 
mortality statistics although their care may not have 
been as good as that received by some who died. In 
short, we must continually recognize that the greatest 
hazard in pregnancy is its normalcy. 

302 Medical Arts Building 


1001 Horne Street 
Topeka, Kansas 


* Come to a complete stop at stop signs. 


* Follow other vehicles at a safe distance. 


to permit a pedestrian to cross. 


and on hills and curves. 


Safety Resolutions for Drivers 


* Don’t drive or walk in traffic after drinking. 
* Stay alert. Don’t allow preoccupation with other concerns to divert your attention. 
* Slow down in bad weather and adjust your driving to conditions at all times. 


* Dim your lights on the highway even though an oncoming driver fails to dim his. 
Look at right shoulder of highway to keep control. 


* Yield the right-of-way to pedestrians in cross-walks. Do not pass a car that has stopped 


* Stay on your own side of the road at intersections, grade crossings, no passing zones, 
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Diabetes Mellitus 


Screening Blood Sugar Tests in Kansas, 1956 and 1957 


ROBERT H. RIEDEL, M.D., and VIRGINIA PENCE, M.P.H., Topeka 


In November of 1957, in at least four counties in 
Kansas, local groups such as the medical profession 
and official and voluntary health agencies were jointly 
seeking ways and means of conducting county-wide 
diabetes screening programs. 

In anticipation of a continued interest by profes- 
sional and lay groups in this public health activity, 
we believe it proper to review here our limited ex- 
perience with diabetes screening in Kansas and com- 
ment upon some of the accepted principles for con- 
ducting diabetes screening tests. This is not a careful 
report of an exhaustive survey of the literature on the 
subject. It is rather an attempt to keep our thoughts 
on the immediate problem in Kansas, but keeping 
in mind also some of the information and knowledge 
available from experience with screening tests of all 
kinds in other parts of the nation. Tentative gen- 
eralizations are based on rather limited but suggestive 
data, information, and observations. 

Community diabetes programs are relatively new. 
There are as yet no well-organized programs in Kans- 
as. Whatever the service a diabetes program may offer 
the community, the beginning of service must be the 
finding of hitherto unknown cases and the finding of 
delinquent cases and their return to adequate and 
approved medical care. 

Probably the earliest diabetes screening tests in 
Kansas were reported in the December, 1954, issue 
of the JOURNAL OF THE KANSAS MEDICAL SOCIETY as 
follows: “Diabetes detection drives were sponsored 
by three county societies, Atchison, Lyon, and Pratt, 
during ‘Diabetes Week,’ November 14-20. In Atchi- 
son County, free tablets for testing were provided 
through local drugstores. In Lyon and Pratt Counties, 
physicians examined specimens from grade school 
students and from adults who asked for the service.” 

Records were not kept, nor was there any follow-up 
in these early projects to determine their success and 
value from the standpoint of public health. These 
pioneer projects did, however, stimulate thought and 
imagination concerning diabetes as a health problem 
and led to some fairly well-organized screening ef- 
forts. At the Atchison County Fair and the Kansas 


From the Kansas State Board of Health. Dr. Riedel is 
director of the Division of Geriatrics and Chronic Diseases. 
Miss Pence is a Community Health Education Consultant. 
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Free Fair at Topeka in the late summer of 1956, and 
again at the Free Fair in 1957, diabetes screening 
programs were carried out by the Kansas State Board 
of Health in cooperation with the local medical so- 
cieties and the local health departments. Finally, in 
conjunction with the photofluorographic survey for 
chest pathology in Barton County, a similar program 
was carried out in October of 1957. 

Diabetes mellitus was in 1954 the eighth leading 
cause of death, with a rate of 15.4 per 100,000 popu- 
lation, in the United States. In Kansas in 1954 dia- 
betes was the ninth leading cause of death with a rate 
of 17.0. In 1955 and in 1956 it was eighth with a rate 
of 14.5 and 15.4 respectively. It is estimated that more 
than 2 million people in the United States now have 


Results of approximately 11,000 dia- 
betes screening blood sugar tests in four 
Kansas counties in 1956 and 1957 indi- 
cate that expanding the program to in- 
clude all the state would be a beneficial 
public health project. The cost of testing 
is not prohibitive, and the pilot studies 
proved acceptable to the medical profes- 
sion, to the communities involved, and 
to the individuals tested. 


diabetes, and approximately one-half of these cases 
have not yet been diagnosed. By the same estimate, 
Kansas would have more than 30,000 cases, of which 
one-half or 15,000 cases have not yet been diag- 
nosed. Any disease which directly affects approxi- 
mately 13 of every 1,000 people is a significant pub- 
lic health problem. 

Diabetes mellitus has been defined as: ‘a complex 
metabolic disease, the trait apparently transmitted as 
a mendelian recessive characteristic, in which the 
ability to oxidize carbohydrate is faulty, due to dimin- 
ished production or effectiveness of insulin secreted 
by the beta cells of the islands of Langerhans of the 
pancreas. The disease is functionally related to condi- 
tions in the liver and the endocrine glands, and is 
associated with altered protein and fat metabolism.” 
Although found most frequently in persons over 40 
years of age who are obese and have a family history 
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of diabetes, the disease is not uncommon in children. 

There is sufficient scientific knowledge about dia- 
betes to permit the medical, public health, social wel- 
fare, and other service resources of a community to 
prevent premature disability and death from diabetes 
and to aid the diabetic in living a more nearly normal 
life. 

Although the screening projects thus far completed 
in Kansas were of an experimental nature, the manner 
in which they were conducted was based upon reports 
of the experience and results of similar projects in 
other parts of the nation. This experience indicated 
that the success of any diabetes screening project is de- 
termined by several factors: yield, acceptability, and 
cost. 

Yield: This is: (1) the number of previously un- 
known and subsequently verified cases of diabetes dis- 
covered among the population group tested; (2) the 
number of previously unrecognized diabetics who are 
benefited by referral to medical care as a result of the 
screening program; (3) the number of persons with 
previously known diabetes who are returned to medi- 
cal supervision as a result of the screening procedure, 
and (4) the number of individuals who believe they 
have diabetes, have a positive screening test, but are 
found not to have the disease by subsequent diagnostic 
examination. Yield is the most realistic measure of the 
success of a screening project. Yieid depends upon 
the prevalence of diabetes in a community, the re- 
liability of the screening test, and the validity of the 
test. Prevalence is the number of cases of a disease 
existing for a given population for a given time. Re- 
liability is the extent to which a test may be repro- 
duced by a technician of average training. Validity 
reflects the frequency of confirmation of the test by 
accepted diagnostic procedure. 

Acceptability: This relates to acceptance of the 
project by the individual taking the test, by the local 
medical group, and by the community. 

Cost: This factor determines whether a community 
can afford a valid test in carrying out a screening 
project. 

The State Board of Health staff was first chiefly 
concerned with the acceptance of a screening project 
in a community. Acceptance could to a certain extent 
be assumed because the request for assistance in carry- 
ing out the screening projects came from reliable lead- 
ers interested in the health of the community, usually 
members or groups of the medical profession and the 
health department. Requests for the screening projects 
-were usually directed to a member of the State Board 
of Health staff, a health educator who was in the 
community assisting with community organization in 
the interest of some specific public health problem 
other than diabetes or better general health for the 
community. The health educator, upon learning of the 


interest of the community in a diabetes screening proj- 
ect, took immediate steps to assure that the project 
would be accepted by consulting with local leaders in 
the medical groups, with the health department, with 
civic leaders, and with voluntary health groups. 

We believed that with a valid and reliable test the 
yield would be satisfactory because of the prevalence 
of diabetes in Kansas, as indicated by mortality sta- 
tistics and the opinion of local physicians that the 
prevalence of diabetes is high, that there were many 
unknown cases, and that many known cases were not 
under medical care. 

We believed that we had a valid and reliable test. 
We chose the Wilkerson and Heftman method, which 
is a true glucose determination. This test is performed 
on 0.1 cc. of finger tip blood using the New Hewson 
Clinitron, an automatic machine. A screening level 
of 160 mg. per cent was used in all projects. The re- 
liability of this test depends chiefly upon the avoid- 
ance of pipetting error, keeping the tablet dispensing 
mechanism clean, keeping the reagent tablets free of 
moisture, keeping the moderately complicated machine 
in proper mechanical adjustment, and keeping glass- 
ware clean. 

A blood test was chosen for screening because blood 
tests have greater validity and reliability than urine 
tests. Experience elsewhere has shown that roughly 
one-half of previously unknown diabetics found 
through screening with a blood test were missed by 
a urine test performed at the same time. 

The cost of each screening project was only roughly 
predetermined to assure that materials and personnel 
would be available for the project. Equipment, ma- 
terials, and personnel were provided or costs assumed 
in varying amounts, for each project, by the State 
Board of Health, the United States Public Health 
Service, local health departments, and local medical 
societies. From our experience thus far we have esti- 
mated that total costs per person screened, in a per- 
manent, statewide, well-organized program with ade- 
quate equipment and personnel, would be from 25 to 
50 cents, depending upon what services are per- 
formed. Elsewhere it has been estimated that the total 
cost of a hypothetical diabetes casefinding project, 
covering 10,000 persons a year, using the Clinitron, 
and retesting by a three-hour glucose tolerance test, 
would be 83 cents per person screened. 

The Clinitron when operated at full capacity will 
complete 120 tests per hour. The cost of technical per- 
sonnel for operating the machine and obtaining speci- 
mens rises sharply per screenee tested if the flow of 
candidates for the test is not constant and in sufficient 
numbers to operate the machine at full capacity. On 
the other hand, technical personnel taking specimens 
can work beyond the capacity of the machine, if can- 
didates are available, since when 0.1 ml. of blood is 
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TABLE 1 


DIABETES MELLITUS 
Results of Screening Tests 


Locality and Atchison County Topeka Free Fair Topeka Free Fair Barton County 

Date of Screening Aug. 1956 Sept. 1956 Sept. 1957 Oct. 1957 
Number Tested .......... 855 2407 2825 5162 
Number Positive ......... 58 132 202 130 
Per Cent Positive ........ 6.8 5.5 7 2.3 
Number of Positives Claim- 

ing No History of Dia- 

46 94 145 75 


pipetted directly into 5 ml. of distilled water in the 
Clinitron tube, the sugar level will remain constant 
for four hours. Thus, 10,000 tests performed on a 
mass basis in a few days would assure that there 
would be little or no time wasted waiting for screen- 
ees, whereas in a project operated for a short period at 
weekly or monthly intervals over a year there would 
be more likelihood of periods when there would be 
no one waiting for the test. 

Retesting of positive screenees with a sugar toler- 
ance test has been included in some diabetes screening 
projects. This obviously eliminates many false posi- 
tives on persons who would be needlessly referred to 
a physician for diagnostic procedures. We believe, 
however, that the sugar tolerance test is not a diag- 
nostic test unless it is considered along with all the 
other evidence and knowledge which only the pa- 
tient’s private physician would be expected to have or 
obtain to diagnose or rule out diabetes. 

Approximately 11,000 persons were screened in the 
four projects. Available results are indicated in the 
accompanying tables. 

The populations screened and the circumstances un- 
der which they were screened were not entirely the 
same in each community. 


The tests were performed at a county fair in Atchi- 
son County. Atchison County Health Department per- 
sonnel available for follow-up of positive screenees 
consisted of three full-time public health nurses. The 
relatively high number of persons who tested positive 
in which there was no final disposition is attributed to 
the fact that their residence was outside of Atchison 
County, and in some cases outside of Kansas. The 
east border of Atchison County is separated from 
Buchanan County and St. Joseph, Missouri, by the 
Missouri River. At the Atchison County Fair health 
interest was centered almost entirely on the diabetes 
problem. There were no other screening tests or 
health exhibits. There was little publicity before the 
fair opened. 

In all projects an attempt was made to test only 
individuals more than 35 years of age, but some 
younger persons were included in the screening. The 
Barton County project was conducted in conjunction 
with the regular photofluorographic screening for 
chest pathology which limits persons screened to those 
above 14 years of age. High school students as a 
group were, however, not included in those screened 
for diabetes. There were two full-time health nurses 
available for follow-up of screenees in Barton County. 


TABLE 2 
DIABETES MELLITUS 
Follow-up of Screenees With Positive Tests 
Locality and Atchison County Topeka Free Fair Topeka Free Fair Barton County 
Date of Screening — Aug. 1956 Sept. 1956 Sept. 1957 Oct. 1957 
Number Follow-up Completed 20 71 (Incomplete) (Incomplete) 
Number of New Cases Dis- 
2 19 (Incomplete ) (Incomplete ) 
Number “Lapsed” Previously 
Known Diabetics Returned 
to Medical Care .......... 2 8 (Incomplete ) (Incomplete) 
Number Follow-up Incomplete 26 23 (Incomplete ) (Incomplete) 
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At the Topeka Free (state) Fair in 1956, tests were 
done in the health exhibit quarters, among numerous 
other health exhibits, on the second floor of the 
grandstand building. Screening for chest pathology 
was done in a mobile unit parked outside the build- 
ing near the entrance to the health exhibit. There was 
no publicity concerning the diabetes screening tests 
prior to the fair, but there were some newspaper sto- 
ries during Fair Week. Topeka has a well-organized, 
full-time health department. 

At the Topeka Fair in 1957, circumstances were 
the same as in 1956 except that there was more 
publicity for the diabetes tests before and during the 
fair. 

A case of diabetes is not really found until it is 
diagnosed. To be successful a screening project must, 
therefore, include provisions for referral for diagnosis 
and follow-up of every screenee with a positive blood 
test. An attempt should also be made to assure that 
any screenee, assumed to have been diagnosed as 
having diabetes in the past, be referred to his physi- 
cian regardless of the results of his screening test. Ev- 
ery physician in a community should have complete 
knowledge and acceptance of the screening project so 
that he reacts favorably to referral of screenees and 
responds to requests for information on final disposi- 
tion of screenees. Information about proposed projects 
should reach every physician through every communi- 
cation medium available to the medical society and the 
health department. Only minor confusion and criti- 
cism by physicians, of the Kansas projects, occurred 
when physicians in a county other than the one in 
which screening was done, encountered referred 
screenees, unaware that this relatively new public 
health screening activity was being carried out in 
Kansas. Justifiably, these physicians had some ques- 
tions about the circumstances under which their pa- 
tient received the blood sugar test. Given this infor- 
mation they accepted, in most cases, the screening 
program and were cooperative in supporting the pro- 
gram. 

The validity of a test is determined by two factors 
known as sensitivity and specificity. Sensitivity is ex- 
pressed as the percentage of true diabetics rated as 
positive by a given test. Specificity is expressed as the 
percentage of true non-diabetics rated as negative by a 
given test. A high screening level will discover only 
the more severe cases of diabetes and will yield few 
false positives. A low screening level will result in 
more false positives but will detect a greater number 


_of early and milder cases of the disease. 


In spite of the fact that at least one-third of the 
132 positive tests in the Topeka project for 1956 ap- 
pear in the final disposition to have been false posi- 
tives, no complaints from physicians or screenees that 
they were annoyed by what would appear to be an 


unnecessary costly and anxiety-causing procedure have 
come to our attention. Apparently patients are not 
annoyed. They are sufficiently interested in their gen- 
eral health to realize that extensive procedures re- 
quired to diagnose or rule out diabetes in some cases 
include a general history and physical examination 
covering the general status of their health which by 
present day health standards is often long past due. 
Any condition other than diabetes which is found 
makes the procedure of value to the patient as well 
as the reassurance inherent in a failure to diagnose 
diabetes or to find any other disease or condition 
which necessitates immediate medical attention. 

This suggests an argument against intensive screen- 
ing programs to find a single disease and in favor of 
the multiphasic screening type of program. In the 
latter there is less opportunity for the individual to 
dwell with anxiety and fear on one condition of 
health all out of proportion to the importance of the 
total individual and general health. 

False positives may not be frowned upon as a com- 
plete nuisance by physicians for another reason. 
Knowing that diabetes is a complex metabolic dis- 
turbance and that research has not yet solved its rid- 
dle, there is a “lurking suspicion” by some physicians 
that the individual who under varying circumstances 
occasionally shows an excess of blood sugar, but who 
has no other signs or symptoms of diabetes, is a prime 
suspect for developing evident diabetes. Many “false 
positives” may be early evidence of a developing dia- 
betes, or of a mild type of diabetes which will never 
become completely manifest. 

The false negative test can be a source of annoy- 
ance to the physician and his patient if each does not 
understand that the screening test does not diagnose 
or rule out diabetes. Everyone has glucose in his 
bloodstream. The amount varies from day to day and 
from hour to hour. Blood testing for diabetes can only 
establish relatively normal and relatively abnormal 
amounts of glucose in the bloodstream at a given time. 
Individuals with “‘mild’’ diabetes or diabetics under 
control by diet or insulin will at times have glucose 
in their bloodstream in amounts below the screening 
level of a test. This does not mean they do not have 
diabetes. It is the responsibility of the physician and 
the public health profession to advise or educate dia- 
betics in these matters. Fortunately, most diabetics 
have been so advised and do not discredit their phy- 
sicians or the screening program if they should have 
a negative screening test after their physicians have 
definitely advised them that they do have diabetes. 

In determining the value of this type of project we 
must consider benefits derived in the nature of serv- 
ices and education, both for the public and the medi- 
cal profession. Such services might be expected to in- 
clude: 
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1. Calling the attention of the public and the medi- 
cal profession to an important public health problem 

2. Finding early and unknown cases of diabetes 
and getting them under medical care 

3. Returning “lapsed” cases to medical supervision 
and care 

4. Maintaining the confidence of the public in the 
ability and willingness of the medical profession to 
cope with this important public health problem 

5. Stimulation of continued ‘research directed to- 
ward clarification of etiology, prevention, and control. 


Summary 


Approximately 11,000 diabetes screening blood 
sugar tests have been performed by the State Board of 
Health in cooperation with the local medical profes- 
sion and the health department in four experimental 
projects in three counties of Kansas during 1956 and 
1957. 

It appears that diabetes screening as performed in 
these projects is acceptable to the individual, to the 
medical profession, and to the community. 

Although incomplete, the results of these screen- 
ings as expressed in yield suggest that the projects 
were successful. 

The cost of screening for diabetes does not appear 
to be prohibitive. 

Total experience suggests that diabetes screening 
as a standard public health procedure in Kansas, as a 
single screening test, or in conjunction with screening 


for other diseases or conditions, is feasible and should 
be encouraged as a cooperative activity of the state 
and local health departments, the medical profession, 
and local communities. 

Administration of the program and the mechanics 
of conducting the screening projects might well be 
continued in the same manner as was used in experi- 
mental projects. Success of the procedure would ap- 
pear to depend upon good community organization, 
an adequate full-time team of technical personnel to 
administer the tests, and adequate local provisions for 
follow-up of positive screenees to assure referral for 
adequate and approved diagnosis and medical care. 


State Board of Health 
State Office Building 
Topeka, Kansas 
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night as in daylight. 


done at night than in the day. 


62 per cent of the urban traffic deaths 
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The Night Record—1956 


The National Safety Council estimates the mileage death rate was three times as great at 


55 per cent of the traffic deaths were due to night accidents, although less driving was 


53 per cent of the rural traffic deaths occurred between sunset and sunrise. 


19 per cent of ALL fatal traffic accidents occurred between 5:00 and 8:00 p.m. 
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Diaphragmatic Hernia 


—Traumatic, with Herniation of Tumor of Liver 


JOHN G. SHELLITO, M.D., and WAYNE C. BARTLETT, M.D., Wichita 


In 1925 in the Journal of the American Medical 
Association, Hedblom® reported 378 patients who had 
diaphragmatic hernias. Nineteen were from the Mayo 
Clinic and 359 were from the literature. Hedblom 
pointed out that in two-thirds of the reported civilian 
patients operated upon, the hernias were due to a 
penetrating wound or rupture of the diaphragm due 
to a sudden increase in intra-abdominal pressure. One- 
sixth of the patients had congenital lesions, and one- 
sixth had acquired lesions. Hedblom found that in 
90 per cent of patients operated upon there was no 
sac, or eventration of the diaphragm, as is often de- 
scribed. 

Traumatic right diaphragmatic hernia with hernia- 
tion of the liver is a rare occurrence. In 1934, Hed- 
blom® reported 857 cases of diaphragmatic hernia. 
The liver was found in the chest in only 14 of these. 
In 1942 Harrington? reported upon 304 patients 
with diaphragmatic hernia. In only one instance was 
there a right-sided defect allowing the liver, stomach, 
duodenum, and small bowel to protrude into the 
chest. 

In 1945, Keene and Copleman® discussed an iso- 
lated incidence occurring in a bombardier in the 
United States Air Force. This young man had suf- 
fered a crushing injury to the lower chest associated 
with separation of the right diaphragm and hernia- 
tion of the liver and viscera into the right chest. 


Case Presentation 


L. N. C., a 43-year-old white male, presented him- 
self with the request for a “check-up.” This check-up 
was prompted by advice from the State Board of 
Health following a routine chest survey in his area 
of the state. The report on the microfilm of the chest 
was ‘‘a well delineated mass obliterating the right 
cardiophrenic sulcus.” 

The patient had complained of vague epigastric 
pain for several years. For this he occasionally took 
some sodium bicarbonate. Bananas and the vegetables 
of the cabbage family seemed to aggravate his upper 
abdominal distress. There was no nausea or vomiting, 
no hematemysis, melena, or hemoptysis. 

In 1930, this man had been in an automobile acci- 
dent in which he fractured four ribs of the right an- 
terior chest near the sternum. 

X-ray examination revealed a rounded, well defined 


From the Department of Surgery, Wichita Clinic. 


density in the right cardiophrenic angle which was 
thought to be a pleuro-pericardial cyst. The possibility 
of a lipoma was also mentioned. 

Electrocardiographic tracings, blood counts, gastric 
analysis, blood sugar and urea nitrogen, all were with- 
in normal limits. 

A right thoracotomy was accomplished. A tumor 
in the right cardiophrenic angle proved to be an 
adenoma of the liver. The tumor was removed, and 
the rent in the liver was packed with Gelfoam and 
loosely sutured. The diaphragm was repaired from 
above with interrupted silk sutures. 


Herniation of the liver through the 
right dome of the diaphragm is of un- 
common occurrence. There are probably 
fewer than 20 similar circumstances re- 
ported in the literature to date. 


Figure 1. X-ray evidence, mass, right cardiophrenic 
angle. 
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The patient did well and is living with no symp- 
toms or recurrence today, more than two years post- 
operatively. 

Pathological examination of the tumor growth it- 
self disclosed it to be of the mixed type, or as has 
been noted previously in the literature, a hamartoma. 


Discussion 


In 1950, an article by Kay et al.7 disclosed that 
there were seven similar cases reported in the litera- 
ture up until that time. To these seven cases, Kay 
added his two. A further case was added by one of the 
authors in 1956.1 These ten hamartomas represent a 
small portion of the actual number of these specific 
types of liver growths. The fact that the adenoma 
protruded through the traumatic rent in the dia- 
phragm is of considerable interest. 

In 1934, Hedblom® noted that more diaphragmatic 
hernias were being discovered. Hedblom classified the 
congenital, acquired, and traumatic lesions and noted 
the total of 1,408 hernias. These included esophageal 
hiatus hernias as well as diaphragmatic dome hernias, 
regardless of the cause. Of this number, 587 were 
traumatic lesions. 

In 1951, Child et al.? pointed out that herniation of 
all or part of the right lobe of the liver through the 
diaphragm was most uncommon, having been de- 
scribed in only six instances prior to 1951. It was 
pointed out by Child, as it has also been mentioned 
by Wolfson,!* Lilienthal,1° and Shoshkes,!2_ that 
this type of herniation can closely simulate a right 
chest tumor. Child? reported on a 63-year-old sheet 
metal worker who suffered a fall at the age of 19 
years, sustaining multiple fractures and cerebral con- 
cussion. Twelve years prior to his presentation the 
patient noted his first epigastric gastrointestinal symp- 
tom. It was thought that the trauma responsible for 
the diaphragmatic hernia had its onset 44 years prior 
to the surgical repair. 

In 1953 Neal! reported the case of a 31-year-old 
male who had been in an automobile accident seven 
years prior to his surgery. It was felt by Neal that 
there were only ten prior right diaphragmatic hernias, 
to which he added his own. The repair was unevent- 
ful, as was the patient’s recovery. Transthoracic ap- 
proach for the repair of this defect was recommended. 

The symptoms, because the difficulty is in the up- 
per abdomen, are those of epigastric distress and in- 
digestion. 

In 1942 Harrington* reviewed 131 cases of dia- 
phragmatic hernia. It was pointed out that it was a 
rare situation in which the right arch of the dia- 
phragm was defective in order that it allow the liver 
to project through and be mistaken for neoplasm. 

‘In 1948 Wolfson et al.1° reported on a 47-year-old 
white female who presented herself with symptoms 


of an epigastric nature associated with vomiting. The 
liver herniation through the central portion of the 
diaphragm was found to be covered with a thinned 
out, tendinous diaphragm or eventration. This closely 
resembles the situation found by Lilienthal,!° and this 
similarity was directly compared by Wolfson. The 
repair was uneventful. It was thought by Wolfson 
that the herniation was due to a congenital defect in 
the dome of the diaphragm. The “door stop” feeling, 
on bending forward, was described as a prominent 
feature of the symptomatology. 

Kleitsch et al.® presented a case report concerning 
a 54-year-old male with a complete herniation of the 
liver through the diaphragm following an automobile 
accident 61/, years before. It was noted by Kleitsch 
that the symptoms associated with this defect are 
usually of a gastrointestinal nature. 

Shoshkes!? states, in a presentation of post-trau- 
matic diaphragmatic herniation of the liver, that defi- 
nite criteria together with a clinical diagnosis of this 
syndrome are possible. By the radiologist it was 
pointed out that the usual appearance is that of a 
smooth, rounded, homogenous density situated cen- 
trally and supradiaphragmatically. Under roentgeno- 
scopic observation, the mass may be seen to move 
intimately and synchronously with the diaphragm. 
Shoshkes reports one patient, a 27-year-old white 
male, admitted to the Bronx Veterans Hospital for 
study because of a right chest shadow. The young 
man had sustained a severe blow to the abdomen in 
a football game ten years prior to his presentation. 
The patient, on thoracotomy, was found to have a 
central rent in the diaphragm through which a 
smooth, rounded segment of the liver protruded. 
Postoperative recovery was uneventful. 

In 1931 Lilienthal'® adequately described the op- 
erative repair of a diaphragmatic herniation of the 
liver on the right. 

The literature and the presented patient bear out 
the fact that these lesions are most unusual. Trauma 
in the past is aimost always a factor. Recent trauma 
of a more severe and recognizable nature would 
damage the liver or other organs to the extent that 
immediate laparotomy would be necessary. Hence, 
the trauma must be of a nature sufficient to cause a 
rent in the diaphragm, but not severe enough to 
cause other organ damage. 

The liver, in the right upper quadrant, tends to 
act as a tampon agent in the diaphragmatic rent, bar- 
ring the other organs from the chest. 

Herniation of the liver through the right dome of 
the diaphragm is of uncommon occurrence. There are 
probably fewer than 20 similar circumstances reported 
in the literature to date. Child et al. felt that this sit- 
uation had been described in only six instances prior 
to 1951. In 1953 Neal stated that there were only ten 
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prior reported right diaphragmatic hernias in addition 
to his own, which he then presented. 

A case of this unusual situation has been brought 
to a successful conclusion through a right thoracic ap- 
proach. Pathologic examination of the portion of the 
liver removed proved a diagnosis of adenoma of the 
liver or hamartoma. 

The symptoms and findings in these patients are 
those of epigastric distress and indigestion. The x-ray 
film may reveal a right cardiophrenic angle density. 
Previous authors have mentioned the association of 
neoplasm of the lung or pleuro-pericardial cyst in the 
differential diagnosis of this lesion. Trauma is usual- 
ly a factor in the past, but not at the time of the sur- 
gical intervention. 


Summary 


1. An additional patient exhibiting herniation of 
a benign adenoma of the liver through the right dia- 
phragm is presented. 

2. Patients with this abnormality, to the best of our 
knowledge, have been reported in the literature fewer 
than 20 times. 

3. The etiology is almost always traumatic, al- 
though the trauma does not necessarily have to be 
recent. 

4. Surgical repair via the thorax is recommended. 


3244 East Douglas 
Wichita 8, Kansas 
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nation. 


In our concentration upon, devotion to, and accurate application of the potentials in 
diagnosis and therapy, there has been built up a reluctance and distaste for direct con- 
sideration with the patient of the financial background of medical care. However, a 
frank discussion before operation with the patient or his family of the probable total cost 
of intended surgical procedure and what part insurance will play in defraying the expense 
should have universal application, in order to eliminate this source of potential surgeon- 
patient misunderstanding as well as worry concerning the financial obligation involved. . . . 

In the better care of the patient, we cannot afford to ignore his economic problems any 
more than his health deviations. One may very well depend on the other. A straight- 
forward explanation of the hospital costs and surgical fees, preferably before operation or, 
in the case of emergencies, at a properly selected interval, should serve to eliminate this 
great element for misunderstanding and grave source of public antipathy and condem- 


William L. Estes, M.D., President 
American College of Surgeons 
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PRESIDENT’S PAGE 


Dear Docror: 


“Public Relations” is not the happiest choice of terms, but it is generally accepted and 
most people know what we mean when we use it. 

For us, good public relations includes two ingredients: first, offering the public a good 
commodity, our services; second, ensuring public realization that it is a good commodity. 

Speaking recently to a group of those priceless indispensables, our medical assistants, your 
president pointed out that it is not enough that a doctor endeavor in every way to furnish 
the finest medical service possible. The job is only half done if the patient does not fully 
comprehend that this is true, unless he feels, himself, that his doctor is furnishing him the 
finest, most modern, scientific, medical care available, sincerely, conscientiously, at a cost in 
keeping with comparable cost of other services and commodities he may require. Is that not 
the essence of “good public relations”’? 

Some medical societies spend large sums on radio and television programs, paid advertise- 
ments in newspapers, other highly emblazoned publicity stunts et campaigns. Our Kansas 
philosophy differs. We aim to create and cement better relationships by less pretentious or 
ostentatious procedures. 

Primarily, we consider the first ingredient as fundamentally essential. Witness large attend- 
ances at postgraduate and circuit courses, active work of committees to improve quality of 
medical care, work of hospital staff organizations to the same end, voluntary participation and 
self-discipline entailed in raising and maintaining high standards under the hospital accredita- 
tion program. Dees any other profession spend as much time, effort, proportion of financial 
income striving constantly to improve the quality of its services? 

We believe we achieve the second ingredient through various means. Foremost is the work 
of our Woman’s Auxiliary. Of tremendous “public relations” value is their work with their 
Health Career Clubs fostering interest in careers as nurses, technicians, occupational therapists, 
physical therapists, medical social workers (over 700 club members in Kansas). Also Auxiliary 
activity fosters better understanding of mental health needs, promotion of Today's Health, 
the work of their Legislation Committee, support of A.M.E.F., the traffic safety program, 
finally extracurricular activities such as serving in P.-T.A., on school boards, hospital 
auxiliaries, church, and charitable organizations. 

Much is accomplished in the annual educational clinics for the medical assistant. She 
plays such a vital role in the direct relationship with the individual patient, in countless 
opportunities to heighten patient satisfaction, to achieve the miracle of keeping patients 
happy while protecting the doctor’s schedule and conserving his time and energy. 

Is not our sponsorship of Blue Shield a tangible service to the public which must greatly 
benefit our good relationships? 

We place great value in our modest surveys of public opinion conducted with small infor- 
mal groups. Great influence is exerted by physicians speaking before organizations, taking 
part in community activities, assuming leadership in many community projects. Recently we 
have learned the public approves our taking an occasional critical stand to publicly defend 
ourselves against unjust or uncue criticism by public officials. 

A television program presenting in simple fashion interesting medical subjects has seemed 
to be well received and effective. It will be developed further. 

Of such projects is the Kansas public relations program constituted. Thus do we feel we 
are building more solidly, more effectively, and more surely than by highly publicized, 
expensive advertising campaigns as have been attempted elsewhere. 


Fraternally yours, 


President 
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EDITORIAL COMMENT 


Nominating Committee Report 


As required under the By Laws, Chapter VI, Sec- 
tion 1, the duly elected Nominating Committee met 
on Saturday, January 11, 1958, in Kansas City and 
respectfully submits the following slate of officers 
for consideration by the House of Delegates at Kansas 
City, May 4-7, 1958. The president will also call for 
nominations from the floor for each elective office. 


President-Elect 


Glenn R. Peters, M.D., Kansas City, Kansas. Born 
1912. M.D., University of Kansas, 1937. Diplo- 
mate, American Board of Surgery. Has served as 
councilor, was second vice-president, currently is 
first vice-president. 


First Vice-President 


Frederick E. Wrightman, M.D., Sabetha, Kansas. 
Born 1892. M.D., Washington University, 1917. 
Specializes in cardiovascular disease. Has served as 
councilor and on the Interprofessional Advisory 
Council, currently is second vice-president. 


Second Vice-President 
(listed alphabetically) 


Winstan L. Anderson, M.D., Atchison, Kansas. 
Born 1909. M.D., University of Kansas, 1934. 
Member, American Academy of General Practice. 
Has been chairman of Committee on Industrial 
Medicine, has served two terms as councilor of 
District No. 1. 


Justin A. Blount, M.D., Larned, Kansas. Born 
1894. M.D., University of Kansas, 1922. Practices 
general medicine and surgery. Has served on com- 
mittees, currently is councilor for District No. 14. 


Harold M. Glover, M.D., Newton, Kansas. Born 
1887. M.D., University of Illinois, 1916. Diplo- 
mate, American Board of Surgery. Has served on 
committees, currently is councilor of District No. 10. 


Treasurer 


John L. Lattimore, M.D., Topeka, Kansas. Born 
1894. M.D., Fort Worth School of Medicine, 1918. 
Diplomate, American Board of Pathology. Was 

- president of Kansas Medical Society, currently is 
treasurer. 


Secretary 


George E. Burket, Jr.. M.D., Kingman, Kansas. 
Born 1912. M.D., University of Kansas, 1937. 


Member, American Academy of General Practice. 
Has been president of Kansas Academy of General 
Practice. Currently is secretary of Kansas Medical 
Society. 


A.M.A. Delegate 


Lucien R. Pyle, M.D., Topeka, Kansas. Born 
1901. M.D., Rush, 1928. Diplomate, American 
Board of Obstetrics and Gynecology. Was presi- 
dent of Kansas Medical Society, currently is 
A.M.A. delegate. 


Alternate A.M.A. Delegate 
(listed alphabetically) 


Conrad M. Barnes, M.D., Seneca, Kansas. Born 
1911. M.D., University of Kansas, 1936. Was presi- 
dent of Kansas Medical Society. Currently is im- 
mediate past president of Kansas Academy of Gen- 
eral Practice. 


Norton L. Francis, M.D., Wichita, Kansas. Born 
1910. M.D., University of Nebraska, 1935. Diplo- 
mate, American Board of Otolaryngology. Was 
chairman of Fee Schedule Committee. Currently 
is completing his second term as councilor for Dis- 
trict No. 11. 


Robert G. Klein, M.D., Dodge City, Kansas. Born 
1891. M.D., University of Illinois, 1915. Special- 
izes in surgery. Has been chairman of the Fee 
Schedule Committee and has served two terms on 
the council. 
Respectfully submitted, 

Murray C. Eddy, M.D., Chairman 

Conrad M. Barnes, M.D. 

Clarence H. Benage, M.D. 

Oscar W. Davidson, M.D. 

L. S. Nelson, Sr., M.D. 


A Relative Value Schedule 


The Fee Schedule Committee is currently studying 
a relative value fee schedule for Kansas. The com- 
mittee is deliberating the excellent pioneering effort 
of the California Medical Association which has al- 
ready established a complete relative value schedule 
in each of the different specialized services of medi- 
cine. 

The Kansas committee has learned, for example, 
that there is a significant dissimilarity in the various 
fee schedules in use in this state. It is immediately 
obvious, of course, that some fee schedules are high- 
er than are others. A more important difference, how- 
ever, is that fees for the various services do not bear 


| 
| 
} 
| 


56 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


the same relationship to each other in the different 
schedules. By way of example, surgical procedure A 
may be 30 per cent higher than surgical procedure B 
in one schedule and 30 per cent lower than procedure 
B in another schedule. An even more dramatic vari- 
ation can be found when different services are 
compared. 

For example, it appears that the relationship be- 
tween a home call and an appendectomy should bear 
a similar ratio regardless of what the monetary value 
of each of the services might be. The committee has 
learned this is not true in existing Kansas fee sched- 
ules. Neither is any Kansas schedule consistent with 
the relative values established by the California Med- 
ical Association. 

The committee therefore is now undertaking to as- 
sign point values to every medical procedure. These 
points do not represent dollars. They will merely rep- 
resent the relationship between the items listed. To 
use an example of only a very few from hundreds of 
items the California relative value schedule lists, a 
tonsillectomy and adenoidectomy is set at 15 points, 
an appendectomy at 35 points, and a gastrectomy at 
100 points. This means only that those procedures are 
related to each other in that ratio. 

To make this schedule useful, one need only assign 
a dollar value to a single procedure and then trans- 
pose them all by that same factor and a complete 
schedule has been prepared. 

Kansas Blue Shield, for instance, is currently op- 
erating under two schedules, the $3,000 and the $4,500 
plans. A third $6,000 plan is contemplated. If Kan- 
sas had a relative value schedule, each existing fee 
schedule could be negotiated through the adoption 
of one figure. To illustrate, should the California 
values be taken and $3.00 be the negotiated figure, 
the tonsillectomy would be worth $45, the appendec- 
tomy $105, and the gastrectomy would be $300. 
Should a higher or a lower value be selected, the 
schedule would be varied accordingly. 

The two problems remaining are that Kansas does 
not necessarily wish to accept the California relation- 
ships. This will be determined by the Fee Schedule 
Committee. The second decision rests with the House 
of Delegates as to whether they will adopt a relative 
value schedule for Kansas. If they can, it will there- 
after eliminate the tedious and often haphazard work 
in the creation of a new fee schedule as was neces- 
Saty a year ago by the introduction of the Medicare 
program. It may well become necessary again as other 
and new fee schedules are required locally, state-wide, 
and for private uses, for commercial insurance com- 
panies, for indigent care, for Blue Shield, and for 
many local, state, or national government services. 


A.M.A. Clinical Session 


The American Medical Association’s 11th clinical 
meeting was held in Philadelphia, December 3-6, 
1957. 

Dr. Cecil W. Clark of Cameron, Louisiana, was 
named 1957 General Practitioner of the Year after 
his selection by a special committee of the Board of 
Trustees for outstanding community service. Dr. 
Clark, 33-year-old country doctor who was a medical 
hero during Hurricane Audrey last June, was present 
at the meeting to receive the gold medal which goes 
with the annual award. 

Speaking at the opening session on Tuesday, Dr. 
David B. Allman of Atlantic City, A.M.A. president, 
called for ‘‘more freedom, not less, in America and in 
the medical profession.” Dr. Allman urged the dele- 
gates to embark on local action campaigns to enlist 
full community support in opposition to the Forand 
Bill, a pending Congressional proposal which would 
provide hospital and surgical benefits for persons 
who are receiving or are eligible for Social Security 
retirement and survivorship payments. The Forand 
Bill, he said, is “cut from the same cloth” as na- 
tional compulsory health insurance and ‘‘emanates 
from the same minds.” 

Total registration at the end of the third day of the 
meeting, with half a day still to go, had reached 
5,375, including 2,562 physician members. 

In settling the most controversial issue at the 
Philadelphia meeting, the House of Delegates ap- 
proved a joint report of the Council on Drugs and 
the Council on Foods and Nutrition which endorsed 
the fluoridation of public water supplies as a safe and 
practical method of reducing the incidence of dental 
caries during childhood. The 27-page report on the 
study which was directed by the House at the Seattle 
Clinical Meeting one year ago contained these con- 
clusions: 

“1. Fluoridation of public water supplies so as to 
provide the approximate equivalent of 1 ppm of 
fluorine in drinking water has been established as a 
method for reducing dental caries in children up to 
10 years of age. In localities with warm climates, or 
where for other reasons the ingestion of water or 
other sources of considerable fluorine content is high, 
a lower concentration of fluoride is advisable. On 
the basis of the available evidence, it appears that 
this method decreases the incidence of caries during 
childhood. The evidence from Colorado Springs in- 
dicates as well a reduction in the rate of dental caries 
up to at least 44 years of age. 

“2. No evidence has been found since the 1951 
statement by the Councils to prove that continuous 
ingestion of water containing the equivalent of ap- 
proximately 1 ppm of fluorine for long periods by 
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large segments of the population is harmful to the 
general health. Mottling of the tooth enamel (dental 
fluorosis) associated with this level of fluoridation is 
minimal. The importance of this mottling is out- 
weighed by the caries-inhibiting effect of the fluoride. 

3. Fluoridation of public water supplies should 
be regarded as a prophylactic measure for reducing 
tooth decay at the community level and is applicable 
where the water supply contains less than the equiva- 
lent of 1 ppm of fluorine.” 

Acting on the issue of free choice in relation to 
contract practice, the House passed a resolution which 
reaffirmed approval of previous interpretations of the 
Principles of Medical Ethics by the Association’s Ju- 
dicial Council and directed that they be called to the 
attention of all constituent associations and component 
societies. One Council opinion, issued in 1927 and reaf- 
firmed in Philadelphia, stated that the contract prac- 
tice of medicine would be determined to be unethical 
if ‘a reasonable degree of free choice of physician 
is denied those cared for in a community where other 
competent physicians are readily available.’’ The 
resolution also cited a Council opinion, published in 
the October 19, 1957, issue of the Journal of the 
A.M.A., which stated that the basic ethical concepts 
in both the 1955 and 1957 editions of the Principles 
of Medical Ethics ate identical in spite of changes in 
format and wording. This opinion added that “no 
opinion or report of the Council interpreting these 
basic principles which were in effect at the time of 
the revision has been rescinded by the adoption of 
the 1957 principles.” 

The 1927 Council report also pointed out that 
“there are many conditions under which contract prac- 
tice is not only legitimate and ethical, but in fact 
the only way in which competent medical service can 
be provided.” Judgment of whether or not a contract 
is ethical, the report said, must be based on the form 
and terms of the contract as well as the circumstances 
under which it is made. 

In another action related to the issue of free choice, 
the House adopted a resolution condemning the cur- 
rent attitude and method of operation of the United 
Mine Workers of America Welfare and Retirement 
Fund “as tending to lower the quality and availability 
of medical and hospital care to its beneficiaries.” The 
resolution also called for a broad educational pro- 
gram to inform the general public, including the 
beneficiaries of the Fund, concerning the benefits to 
be derived from preservation of the American right 
to freedom of choice of physicians and hospitals as 
well as observance of the ‘Guides to Relationships 
between State and County Medical Societies and the 
UMWA Welfare and Retirement Fund” which were 
adopted by the House last June. 


The House condemned the Forand Bill as unde- 
sirable legislation, approved the firm position taken 
in Opposition to it, and expressed satisfaction that the 
Board of Trustees has appointed a special task force 
which is taking action to defeat the bill. In a related 
action, giving strong approval to Dr. Allman’s ad- 
dress at the opening session, the House adopted a 
statement which said: 

“It is particularly timely that our president has so 
forcefully sounded the clarion call to the entire pro- 
fession for emergency action. With complete unity, 
definition and singleness of purpose, closing of ranks 
with all age groups and elements of our organiza- 
tion we must at this time stand and be counted. Thus 
we can exert the physician’s influence in every possible 
direction against invasion of our basic American 
liberties in the form of proposed legislation alleged 
to compulsorily insure one segment of the population 
against health hazards at the expense of all.” 

The House considered three resolutions dealing 
with the Asian influenza immunization program and 
then adopted a substitute resolution calling attention 
to ‘‘certain inadequacies and confusions in the distri- 
bution of vaccines” and directing the Board of Trus- 
tees to seek conferences through existing committees 
“with a view to establishing a code of practices regu- 
lating the future distribution of important therapeutic 
products, so that the best interest of all the people 
may be served.” The resolution pointed out that the 
American Medical Association already has a joint 
committee with the American Pharmaceutical Asso- 
ciation and the National Association of Retail Drug- 
gists, in addition to a liaison committee with the Drug 
Manufacturers Association. 

The House accepted a 115-page Guide to the Eval- 
uation of Permanent Impairment of the Extremities 
and Back which was developed by the Committee on 
Medical Rating of Physical Impairment as the first 
in a projected series of guides. The delegates com- 
mended the committee for doing “a superb job on 
this difficult subject” and expressed pleasure that the 
guides will be published in the Journal of the A.M.A. 
The guides are expected to be of particular help to 
physicians in determining impairment under the new 
disability benefits program of the Social Security Act. 

Among a wide variety of other actions, the House 
also: 

Directed that a new committee be established in th 
Council on Industrial Health to study neurological 
disorders in industry ; 

Noted with approval the establishment of the 
American Medical Research Foundation, which will 
initiate and encourage necessary medical research and 
correlate and disseminate the results of studies already 
under way; 
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Decided that informational materials which are 
sent to A.M.A. delegates should also be sent to all 
alternate delegates; 

Affirmed that it is within the limits of ethical pro- 
priety for physicians to join together as partnerships, 
associations or other lawful groups provided that the 
ownership and management of the affairs thereof re- 
main in the hands of licensed physicians; 

Instructed that the appropriate committee or coun- 
cil should engage in conferences with third parties 
to develop general principles and policies which may 
be applied to the relationship between third parties 
and members of the medical profession ; 

Urged state medical society committees on aging 
and insurance to make continuing studies of pre- 
retirement financing of health insurance for retired 
persons ; 

Endorsed a suggestion that the Committee on Fed- 
eral Medical Services sponsor a national conference on 
veterans’ medical care during 1958; 

Asked the Board of Trustees to study the feasibility 
of having the Association finance a thorough investi- 
gation of the Social Security system by a qualified 
private agency ; 

Suggested that physicians and their friends make a 
vigorous effort to obtain Congressional enactment of 
the Jenkins-Keogh bills; 

Approved the “Suggested Guides to Relationships 
between Medical Societies and Voluntary Health 
Agencies” ; 

Strongly recommended that a completely adequate 
and competent medical department be established in 
the Civil Aeronautics Administration directly respon- 
sible to the C.A.A. Administrator, and 

Congratulated the General Electric Company for its 
medical television presentations on the subject of 
quackery. 

Sincerely, 
George F. Gsell, M.D. 
L. R. Pyle, M.D. 
A.M.A. Delegates 


The Smith, Kline and French Foundation, inde- 
pendent philanthropic arm of Smith, Kline and French 
Laboratories, recently announced in detail its disburse- 
ment of $1,457,876, mostly in the field of basic re- 
search in medicine and related sciences. The period 
covered four years, from 1953 through 1956. 

Two grants were received in Kansas. The Men- 
ninger Foundation, Topeka, received $3,000 in 1954 
and $3,000 in 1956, funds not restricted to any par- 
ticular project. The University of Kansas in Lawrence 
was given $3,500 in 1955 for basic research in bio- 
chemistry under Dr. Harold W. Barrett. 


Cancer Conference to Honor Physician 


The 10th annual Midwest Cancer Conference, to 
be held at the Broadview Hotel, Wichita, March 13 
and 14, will honor Dr. C. C. Nesselrode, Kansas 
City, for his long record of service to the state and 
national organizations. The program is designed to 
be of interest and benefit to every physician in the 
state, regardless of specialty. 

Dr. Newman C. Nash, program coordinator for 
the conference, has announced the following list of 
speakers and subjects: 

Dr. Arthur Upton, Oak Ridge, ‘The Role of Hor- 
monal Factors in the Pathogenesis of Leukemia” and 
“Hazards of Ionizing Radiation of Practical Concern 
to Physicians.” 

Dr. J. A. del Regato, Colorado Springs, ‘The 
Treatment of Hodgkin’s Disease, Lymphosarcoma, 
and Leukemia.” 

Dr. George Moore, Buffalo, New York, “The Use 
of Anti-Cancer Agents in Conjunction with Surgery” 
and ‘The Treatment of Advanced Breast Carcinoma 
with TSPA.” 

Dr. George Crile, Cleveland, ‘The Role of Endo- 
crine Glands in the Production and Treatment of 
Cancer.” 

Dr. Maxwell M. Wintrobe, Salt Lake City, ‘The 
Use of Chemicals and Other Agents in Treatment of 
Leukemias and Lymphomas.” 

Dr. Joseph W. Beard, Durham, North Carolina, 
“Virus Tumors” and “Avian Leukosis Viruses.” 

Dr. G. Burroughs Mider, Bethesda, Maryland, sub- 
ject to be announced. 

Dr. David Karnofsky, New York City, subject to 
be announced. 


New TV Health Films 


The American Medical Association announces that 
two new 10-minute films were made available Feb- 
ruary 1 for use on local television and for showings 
to school and church groups. “The Silent Killer” 
deals with the dangers of carbon monoxide poisonings 
from gasoline exhausts. ‘‘Out of Step’ tells the dra- 
matic story of an accident which occurs to a child 
whose father has always ridiculed safety measures, 
first aid, and other so-called “boy scout” ideas. The 
Scouts, of course, come to the rescue. 

Both of these black-and-white sound films are 
available on loan to medical societies, local television 
stations (with medical society approval), health de- 
partments, voluntary health agencies, and schools. 
Only charge is for return shipping. These films were 
developed by the Bureau of Health Education and 
produced by the Marshall Organization. Dr. W. W. 
Bauer, bureau director, serves as narrator. 
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“For some time after the remarkable paper by 
Dr. Fitz in 1889 the condition of ‘acute hemor- 
rhagic pancreatitis’ was believed to be of great rar- 
ity; but . . . investigations of the surgeon have 
shown that infrequency of occurrence meant inade- 
quacy of observation. . . . 

“The onset of pain in acute pancreatitis is usual- 
ly sudden . . . about one third occurred in patients 
who were the subject of recurring flatulent dys- 
pepsia. . . . The intense pain, then, is sudden in on- 
set, is confined within the abdomen to the upper 
portion, but passes almost always through to the 
back; it is agonizing beyond endurance, and is not 
seldom the cause of fainting or a profound col- 


lapse. . . . The whole appearance and attitude of 
the patient suggest that death may be imminent, 


for the extremities are cold, the heart beats with 
great rapidity, and the quality of the pulse is poor. 
Vomiting is an early symptom, is frequently repeat- 
ed, and may last for days or weeks if the patient 
should survive so long. The food that has been tak- 
en is the first to be ejected; afterwards all the vom- 
ited matters are deeply stained with bile, and pure 
bile, to all appearance, may be brought up in large 
quantities. . . . The abdomen, when examined 
early, presents the most indomitabie rigidity and 
some fulness in the upper part; the remaining 
parts may be quite soft and flaccid, yielding readily 
to the hand, or they may be held with some degree 
of firmness. The upper portion of the abdomen, 
the epigastric region especially, never ceases to 
offer the most incoercible resistance, and, however 
gentle the examination may be, it is grievously re- 
sented and is repelled at the earliest occasion. . . . 
The number that have been correctly diagnosed be- 
fore the operation in extremely small; yet I am con- 
fident that the symptoms are of such character as to 
make a recognition of their cause a matter of very 
little difficulty. Briefly to recapitulate, there is, per- 
haps, in a patient inclined to stoutness a history of 


antecedent dyspepsia which presents nothing of 
the characteristic features of duodenal or, indeed, 
of gastric ulceration, but which suggests rather the 
presence of stones in the gall-bladder, and jaundice 
may have been noticed on one or many occasions. 
The severe pain comes quite suddenly, is beyond 
the limits of human fortitude to withstand, is as- 
sociated with collapse of a profound character, and 
may cause the patient to swoon. The limbs are cold, 
the pulse extremely poor, rapid, and thin, or even 
hardly to be felt and not to be counted. The face 
may be cyanosed. The upper part of the abdomen is 
exquisitely tender, and all the muscles there offer 
the most resolute resistance to any examination. 
Vomiting is an early and often a conspicuous fea- 
ture. I do not think a group of symptoms at all 
similar is to be found in any form of abdom- 
inal calamity. There can be no doubt that, as in 
the case of perforations of the stomach or duoden- 
um, recovery may follow an attack of acute pan- 
creatitis.”” 

Sir Berkeley Moynihan did not have serum am- 
ylase determinations to help him with the diagnosis 
of acute pancreatitis, but if that is taken away from 
our present-day armamentarium, the clinical de- 
scription is not too different, ard justifies consider- 
ation when we see patients having obscure acute 
abdominal disease. This description was written in 
1911 but has that characteristic of so many of the 


_ writings of the masters—although lacking some 


recently developed laboratory procedures and x-ray 
studies, it is filled to overflowing with careful ciin- 
ical observations and logical reasoning. It is not 
possible to read writings of some of the older physi- 
cians without having the greatest admiration for 
their powers of clinical observation and without 
amazement that they accomplished so much. After 
another half-century, probably the space-traveling, 
atomic-minded physicians of the day will wonder 
how we got along with so little! —O.R.C. 
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Maternal Death Study—Case History 


The patient was a 42-year-old gravida 10 para 9 who died in a small, well-equipped, 
well-staffed general hospital in a small city. Cause of death was given as “hemorrhage 
following delivery.” There was no autopsy or staff review of the case. 

Prenatal care was virtually nil because of the patient’s refusal to seek it. The attending 
physician had attended the two previous deliveries, the patient not calling until she was 
actually in labor. She consulted him three weeks before term in the final pregnancy but 
became upset during the visit and left the office without examination. The next contact 
was again after labor developed. 

Normal labor was in progress when the patient arrived at the hospital, and the first 
stage proceeded satisfactorily, analgesia being accomplished with self-administered inhal- 
ations of Trimar. Toward the end of the first stage, she had a brief clonic convulsion with 
cyanosis which subsided immediately on administration of oxygen by mask. 

Delivery was spontaneous two and a half hours after admission under open drop ether 
anesthesia. A normal 7-pound 7-ounce male was delivered, the placenta being expelled 
simultaneously with estimated blood loss of 300 cc. Another loss of 300 cc. occurred 
during the next 10 minutes because of failure of the uterus to contract despite Pitocin and 
Ergotrate administration. The vagina, cervix, and uterus were examined for lacerations 
and when none were found, the physician packed the uterus and vagina with gauze. The 
patient was returned to her room, Pitocin was started by intravenous drip, and the physi- 
cian left the hospital. 

Within five minutes, bleeding through the pack was noted and he was recalled. Cross- 
matching for transfusion was ordered and the pack was removed with loss of an estimated 
liter of clotting blood. A typical shock picture developed, and serum albumen, 100 cc., 
was given intravenously. The patient was Group B Rh positive, and it was necessary to 
call donors as the hospital had none on hand. Blood was started one hour after develop- 
ment of shock, but the patient did not recover and expired some 45 minutes later. 
Consultation was not called as the physician was so busy with the patient he did not have 
the opportunity. 

Committee Action 

The committee felt that the exact cause of death was never determined, but uterine 
atony or occult rupture of the uterus or a combination was most probable. The errors 
noted included failure to appreciate the volume of blood loss, inadequate packing of the 
uterus, and delay in administering blood which entailed delay in calling for typing and 
crossmatching and inadequacy of the hospital blood bank service. The fundamental error 
was the failure to diagnose the cause of bleeding so that it could be treated effectively. 
Failure to use universal donor blood was not explained. The inherent danger of the 
elderly grand multipara was emphasized. The patient’s attitude toward prenatal care was 
regrettable but cannot be considered a direct contributory factor in her death. 


CLASSIFICATION: DIRECT OBSTETRICAL DEATH; PREVENTABLE; ERROR 
OF PHYSICIAN, DEFICIENCY OF HOSPITAL SERVICE; NO AUTOPSY. 


(Second of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas.) 


4 
| 
| 
| 
| 
i 
| 


| 
| 
| 
| 


FEBRUARY, 1958 61 


THE MONTH IN 
WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


Russian advances in outer space have triggered a 
whole series of debates, not the least of which is the 
issue of the scope and extent of federal participation 
in higher education. From it may emerge at the very 
minimum a scholarship program benefiting pre-medi- 
cal students and some medical students. 

Here are some of the questions that Congress will 
have to answer before it writes a final bill on federal 
aid to higher education: 

1. Should a program be limited to federal schol- 
atships or should it include grant money for im- 
proving and enlarging colleges and universities, or 
for loans to students? 

2. If it is limited to scholarships, should they be 
non-categorical in nature rather than favoring spe- 
cific disciplines ? 

3. If non-categorical and thus benefiting all phases 
of higher education, how best to justify this approach 
in the national interest and national security ? 

4, Finally, if aimed at specific disciplines, should 
not Congress require some obligation for service on 
the part of the recipient ? 

Some of the answers have been given in the ad- 
ministration’s plan now before Congress. As outlined 
by Secretary Folsom of the Department of Health, 
Education and Welfare, $1 billion would be author- 
ized over a four-year period. The money would go for 
10,000 scholarships a year to bright students unable 
to finance their schooling, for National Science Foun- 
dation grants and fellowships for post-doctoral train- 
ing up to $125,000 for any one school to improve 
facilities. 

It has been explained that this program would 
benefit pre-medical students but since scholarships 
would be limited to four years, students would have 
to find other ways to finance most of their years in 
medical school. After receiving their medical de- 
grees, however, they would be eligible for the fellow- 
ships from the National Science Foundation. 

The administration program favors the non-cate- 
gorical approach, although preference would be given 
high school students with good preparation in math 
and the sciences. Students themselves would decide 
what college courses to pursue. 

This program has met mixed reaction. Educators 
say considerably more money should be authorized— 


some asking for as much as four times the proposed 
$1 billion. 

The American Council on Education, which takes 
in nearly all accredited colleges, universities, and jun- 
ior colleges, told a House Education subcommittee 
that the 10,000 scholarships are ‘a minimum below 
which a program of effectiveness would be doubt- 

The council outlined for the subcommittee these 
guiding principles: 

1. The student should have complete freedom to 
choose his own program of studies within the re- 
quirements set by the individual institution. 

2. Stipends up to a maximum amount set generally 
for the program should be sufficient to enable the stu- 
dent to attend an eligible college. 

3. The student should not be denied the opportu- 
nity to attend any recognized college or university 
properly accredited under a regional accrediting asso- 
ciation. 

4, There should be no discrimination because of 
race, creed, color or sex. 


First legislative activity of interest to the medical 
profession this year was the House Ways and Means 
Committee’s month-long hearing on tax revision; tes- 
timony in favor of the Jenkins-Keogh bill was pre- 
sented late in January. 


National Science Foundation is inviting colleges 
and universities to apply for financial help in conduct- 
ing in-service courses and institutes for advanced 
study by high school mathematics and science teach- 
ers. Applications must be received by NSF before 
March 15. 


A new national organization has been established to 
help in finding a cure for ulcerative colitis. Encour- 
aged by the National Institute of Arthritis and Meta- 
bolic Diseases, the new foundation will use its funds 
to supplement those awarded by the federal govern- 
ment. 


After six months’ operation of the disability pay- 
ments program under social security, benefits were 
going to more than 131,000 and totaled $10 million 
a month. Within the next 12 months the rolls are 
expected to increase to about 200,000, at an annual 
cost of about $175 million. 


Atomic Energy Commission has in effect reduced 
its permissible level of life-time radiation exposure 
by about two-thirds. The safety regulation applies to 
AEC employees and those of AEC contractors. 
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PHYSICIANS’ ACTIVITIES 


Dr. Ernest W. Crow, Wichita, has been named 
to a three-year term on the board of directors of the 
Wichita Chamber of Commerce. 


A paper, “Emergency Treatment of Eye Injuries,” 
written by Dr. Albert N. Lemoine, Jr., Kansas 
City, was published in the December 1957 issue of 
the Journal of the lowa State Medical Society. 


Dr. William L. Valk, of the University of Kansas 
Medical Center, will speak on ‘Fluid Therapy in the 
Face of Acute Renal Insufficiency’ at a meeting of 
the American College of Surgeons in Des Moines on 
March 29. He will also participate in a panel discus- 
sion on “Fluids and Electrolytes.” 


A feature story in the Kansas City Star on Decem- 
ber 29 paid tribute to Dr. and Mrs. Clifford C. 
Nesselrode, Kansas City, on the occasion of their 
50th wedding anniversary. 


Dr. John G. Esch, Pittsburg, has become a diplo- 
mate of the American Board of Surgery. 


Dr. Clarence K. Schaffer has resigned as chair- 
man of the Topeka-Shawnee County Advisory Board 
of Health and Dr. Floyd C. Beelman has been named 
to replace him. 


Governor George Docking has announced the ap- 
pointment of Dr. Lafe L. Bresette, Kansas City, to 
the board of examiners in podiatry for the state of 
Kansas. 


An article by Dr. Anthony F. Rossitto, Wichita, 
was published in a recent issue of Eye, Ear, Nose and 
Throat Monthly. The subject was “Roentgen Therapy 
of Pharyngeal Tissue in Children.” 


Dr. Richard E. Hille, formerly of Lakin, has be- 
gun practice in Cherryvale. 


Dr. H. O. Marsh, Wichita, recently completed a 
one-week course of study and observation on surgery 
of the hand, with Dr.- Sumner L. Koch and Dr. 
Michael Mason in Chicago. 


Fellowship in the American Academy of Pediatrics 
was recently granted Dr. Ned F. Smull and Dr. 
Calvert J. Winter, Kansas City. 


Dr. Kenneth Carbaugh, Mission, announces that 
Dr. Hugh W. McCaughey, a graduate of the Uni- 


versity of Kansas School of Medicine in 1953, is now 
associated with him in practice. Dr. McCaughey 
served in the Army in Germany for two years and 
has had residency training in internal medicine. 


“The American Cancer Society and the Cytology 
Program” was the subject chosen by Dr. J. P. Ber- 
ger, Wichita, for presentation at “Home Economics 
Days,” January 28 and 29, at Kansas State College, 
Manhattan. 


Dr. Robert W. Hughes, who has been practicing 
in Russell, went to Kansas City the first of the year to 
begin a three-year fellowship in internal medicine. 


A memorial honoring the late Dr. Benjamin 
Brunner, who died September 29, 1957, is being 
planned by the board of trustees of the Genn Hos- 
pital, Wamego. 


Dr. Robert Wallerstein, of the Menninger Foun- 
dation, Topeka, has been named a fellow in the 
American College of Physicians. 


“A Doctor in the House’ was the subject given a 
feature story about Dr. Victor L. Jackson, now 
practicing in Altamont as a result of the “Kansas 
Plan” for rural health. The story, written by Ed 
Campbell, was given distribution throughout the na- 
tion by the Associated Press as a recognition of the 
success of the Kansas program. 


Dr. C. Ray Athey, Jr., Wichita, was guest speaker 
at a meecing of the Sedgwick County Medical As- 
sistants’ Society, January 15. He discussed the subyect 
of hypnotism. 


Osteopaths Receive New Licenses 


One hundred forty-one doctors of osteopathy are 
now licensed to practice surgery and use drugs in 
Kansas, according to an announcement made recently 
by the Kansas Healing Arts Board. They received the 
licenses after having successfully passed examina- 
tions given by the board, November 4 and 5, 1957. 
Three additional doctors of osteopathy were success- 
ful in the examination but have since died. 


A report on a national conference sponsored by 
the American Medical Association and the National 
Association of Radio and Television Broadcasters, 
“How to Use Local Television and Radio in the 
Health Field,” is now available from the Depart- 
ment of Public Relations of the A.M.A. The con- 
ference was held in November, and more than 125 
broadcasters and representatives of medical societies 
attended. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


‘EMPTYING OF GALLBLADDER AFTER FATTY MEAL 


What’s wrong with the term 
“emptying of the gallbladder’? 
The gallbladder discharges bile by fractional evacuation. It is not 


emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallblad<der and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 


increases bile flow and gallbladder function—combats bile stasis 
and concentration... helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 44650 
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New rapid-acting ACHROMYCIN V Capsules offer more 
patients consistently high blood levels—at no sacrifice 
to the broad anti-infective spectrum of ACHROMYCIN 
Tetracycline, its low incidence of side effects, or its dosage 
and indications. 


The pure, unaltered crystalline tetracycline HCI molecule 
of ACHROMYCIN, now buffered with citric acid, provides 
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Tetracycline HCI Buffered with Citrio Acid 


prompt and high blood levels, faster broad-spectrum action 
... rapidly decisive control of infections. New ACHROMYCIN 


V Capsules do not contain sodium. 
REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI : 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. ; 
per Ib, body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 

mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E> 
*Reg. U.S. Pot. Off. 
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IF YOU WANT A REAL 
THIRST QUENCHER... 


IF YOU HANKER FOR A 
FRESH, CLEAN TASTE... 


IF YOU WANT A QUICK, 
REFRESHING LIFT... 


Nothing does like 
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Tumor Conference 


Edited by THOMAS J. FRITZLEN, M.D. 


Dr. Stowell: This case illustrates some of the many 
problems that arise in attempting to distinguish be- 
tween benign ulcer and gastric malignancy. 

Mr. Rozin (Medical Student): This case concerns 
a 63-year-old white man admitted to this hospital on 
October 16, 1957, with the chief complaint of nausea, 
vomiting, and diarrhea of four days’ duration. He first 
began to experience epigastric pain in the spring of 
1955 and consulted his physician, who made a diag- 
nosis of gastric ulcer on the basis of history and physi- 
cal findings and placed him on anti-acids and bland 
diet. He followed this regimen for approximate'y 
three months with relief of symptoms and then dis- 
continued treatment. 

Epigastric pain and distress recurred at intervals of 
two to three months until the time of admission to 
this hospital. Four days prior to admission, he began 
to experience diarrhea and vomited bile-stained ma- 
terial which sometimes contained food particles. Both 
complaints were more prominent in the evening hours. 
The stools were described as loose and watery, and he 
denied the appearance of blood or black material in 
either stools or vomitus. Physical examination re- 
vealed no abnormalities except those of the abdomen. 
The liver was palpated 3 cm. below the right costal 
margin, and there was slight epigastric tenderness. 
No other tenderness or masses were found. 

Dr. Stowell: Are there additional findings on labo- 
ratory examination that might be of help? 

Mr. Rozin: Yes, cytologic examination of gastric 
washings revealed cells described as being abnormal 
and requiring further investigation. 

Dr. Kittle: Numerous gastric analyses were done 
at various times during his stay. In addition to a com- 
plete gastric analysis, each time that he had an episode 
of gastric retention and required a nasogastric tube, 
the gastric aspirate was checked. On two occasions 
free hydrochloric acid was noted, but in all other ex- 
aminations no free acid was present. 

Dr. Gomm: The first upper gastrointestinal exam- 
ination was done on September 27, 1957. On the less- 
er curvature there is a large ulcer (Figure 1), but no 
evidence of tumor. No lesions were seen in the esoph- 
agus. Pylorospasm was noted by the examiner; the 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National Can- 
cer Institute, U.S. Public Health Service, and the Kansas 
Division of the American Cancer Society. Dr: Fritzlen is a 
Trainee of the National Cancer Institute. 
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Gastric Ulcer and Malignancy 


distal antrum was irritable and never filled to the 
normal diameter of the proximal gastric antrum. It 
was the impression of the examiner at this time that 
there was possibly a pre-pyloric ulcer in addition to 
the large ulcer that was seen on the lesser curvature. 

One month later a second examination showed that 
the ulcer on the lesser curvature was larger (Figure 2) 
than at the time of the first examination. In addition, 
the examiner noted a pre-pyloric ulcer and consider- 
able antral spasm. 

A third examination two weeks later showed no 
ulcer on the lesser curvature (Figure 3). There was 
considerable stiffening of the antrum, and peristaltic 
waves did not pass through it. There was also consid- 
erable secretion and retained food in the stomach and, 
from a radiological point of view, it is quite possible 
that the ulcer could be present but, because of food 
and secretion, did not show on the x-ray examination. 
The final comment after this third examination is that 
because of the changes in the antrum a high suspicion 
of carcinoma should be entertained. 


Figure 1. Roentgenogram showing ulcer crater on less- 
er curvature in distal antrum indicated by arrow. 
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Figure 2. Ulcer is increased in size one month later. 


Dr. Stowell: Dr. Klotz, would you comment on the 
medical aspect of ulcers? It appears that this is an 
ulcer that has not responded to medical management. 

Dr. Klotz: When first we heard of this man’s com- 
plaints of vomiting we considered a possible milk- 
alkali syndrome. The history of diarrhea is not char- 
acteristic of gastric ulcers but does occur with gastric 
carcinoma. I had not seen the last gastrointestinal 
x-fay previous to this conference. I see now that there 
are very definite changes which indicate the need for 
surgical intervention. Every gastric ulcer should be 
first evaluated as to whether it is benign or malignant. 
Using all available diagnostic means one can make an 
ultimately correct diagnosis in all except 5 or 6 per 
cent of cases. Obviously, in this case those handling 
the patient were not satisfied that this was a benign 
ulcer and proceeded with what I believe to be the cor- 
rect course, surgical exploration.1 

Dr. Stowell: Was this patient gastroscoped, Dr. 
Klotz? 

Dr. Klotz: Yes, at the time of the second x-ray 
examination we gastroscoped this patient. We were 
able to demonstrate free acid in the gastric aspirate. 
We had a good view of the antrum and thought that 
much of the x-ray deformity was due to spasm. We 
visualized the ulcer tangentially, and the parts that we 
could see appeared benign, and it was our impression 
as a result of this examination that the ulcer on the 
lesser curvature was probably benign. 

Dr. Stowell: What was found at operation ? 


Mr. Rozin: Instead of the encircling tumor in the 
pre-pyloric region that one might have expected from 
the x-ray pictures, there was an area of induration of 
the lesser curvature of the stomach just proximal to 
the pylorus. This did not appear to be malignant, and 
a subtotal gastric resection was done. The stomach was 
opened for examination and there was a rather large 
ulcer on the lesser curvature approximately 5 cm. prox- 
imal to the pylorus. It was penetrating and had a 
greyish-greenish-red base. The edges appeared rolled, 
the rugae were thickened in the region of the ulcer, 
and there appeared to be sloping away from the ulcer 
which some consider as suspicious of carcinoma. The 
pathologic diagnosis of the gross specimen was of a 
benign ulcer, with final diagnosis to await microscopic 
study. 

Dr. Boley: In this specimen of stomach the rugal 
folds extend right down into the ulcer. In the fresh 
state one could freely move the rugae. Looking at this 
ulcer as Dr. Klotz looked at it, and as we were able to 
look at the fresh gross specimen, one would have to 
say that it is benign. However, after the specimen was 
fixed and we cut into the ulcer to take our sections, 
one can see that the muscularis comes up to this ulcer 
and then just fades out. Because the ulcer did not cut 
sharply across the muscularis, we felt it was probably 
malignant. On occasion when one cannot say from the 
external appearance whether a lesion is benign or 


Figure 3. Ulcer crater is not apparent two weeks after 
Figure 2. 
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malignant, the surgeon may open the stomach and cut 
across the ulcer. One can get more information from 
such a cut section of an ulcer, but that is sometimes 
difficult to do during the operation on a patient. 

Dr. Stowell: What were the findings in the micro- 
scopic sections ? 

Dr. Boley: At low power away from the lesion 
there is normal mucosa and muscularis, and as one 
nears the edge of the ulcer area there is increasing 
fibrosis, loss of the muscularis, and finally tumor. 
Examining the area of tumor shows extension through 
and beneath the muscularis. On higher power the cells 
are arranged in acini and have hyperchromatic nuclei. 
Near the mucosal surface there is only slight hyper- 
chromatism, but progressing down toward the ulcer 
bed there is more hyperchromatism of the nuclei. In 
another section under low power there is a punched- 
out appearance and no fibrosis to bind the overlying 
mucosa to the muscularis. In this area we see only 
tumor cells in the bed of the ulcer but not enough in- 
flammatory reaction or fibrous tissue proliferation to 
bind the overlying mucosa to the wall of the stomach. 
None of several lymph nodes show tumor. No other 
ulcer was seen. 

Dr. Stowell: It was pointed out that there are times 
that the gastroscopist cannot tell whether the ulcer is 
benign or malignant, times when the radiologist can- 
not tell, times when the surgeon cannot tell, and times 
when the pathologist cannot tell until he has cut 
actoss the ulcer with his knife. May we infer, Dr. 
Boley, from your previous remarks that the patholo- 
gist cutting across the area with his knife can tell with 
more accuracy than the other persons involved ? 

Dr. Boley: No, this method is not assured of per- 
fect accuracy any more than any of the other methods 
discussed. It happens that in this case we were fortu- 
nate that when cutting across the ulcer we were able 
to demonstrate evidence of probable tumor. 

Dr. Kittle: I do not think that there is any more 
perplexing problem in the entire field of medicine 
than that presented by the patient with gastric ulcer. 
The problem encompasses a broad spectrum. At one 
extreme are those patients in whom history, physical 
examination, and radiologic findings leave no doubt 
in the mind of anyone who sees them that one is deal- 
ing with a benign ulcer and that on proper medical 
management healing will result. At the other end 
there are those cases in which physical examination 
and radiologic findings leave no question that the 
lesion is frankly malignant. With these two groups 
_ there is no problem. 

It is the intermediate group which gives trouble, 
and I do not know that we will ever be able to settle 
this question to the satisfaction of all. If a patient in 
this intermediate group is seen by the radiologist, by 
the clinician, by the gastroscopist, and by the surgeon, 


and there is question by any of them that this may 
represent malignancy, then one is obliged to go ahead 
with laparotomy and removal of the lesion. By this 
method one will undoubtedly remove some benign 
ulcers, but on other occasions one will resect the stom- 
ach of a patient such as the one we are discussing here 
with an early carcinoma. In this intermediate group, if 
an ulcer fails to heal after four or six weeks medical 
management or if there is any increase in size of the 
ulcer on radiologic examination, then this is the stom- 
ach that must be excised to remove any doubt of 
malignancy. 

Achlorhydria is also an important factor in malig- 
nancy, and with achlorhydria in all except perhaps two 
of the specimens in this patient and with the ra- 
diologic findings, I fully expected to find a large ma- 
lignant lesion encircling the antrum of the stomach. 

Dr. Hardin: I would just like to emphasize that 
even a malignant ulcer may heal over on medical man- 
agement. Then you have a sense of security which may 
be quite false. 

Dr. Stowell: Dr. Boley has raised a possibility of 
biopsying the lesion at the time of surgery. How feas- 
ible is this? Would a frozen section of such a biopsy 
be of assistance in making a diagnosis? 

Dr. Boley: Yes, this can be done. However, the im- 
portant question arises as to whether or not in such 
a procedure one might not spread tumor cells about 
the field. 

Dr. Kittle: I would like to comment about the mat- 
ter of biopsy. An old precept in surgery is credited to 
Halstead, that when doing a biopsy one should at- 
tempt to do an excision biopsy. One should not cut 
across tumor because of the real chance of spreading 
tumor cells. This is especially true when one is work- 
ing in a body cavity. There are some surgeons who ad- 
vocate what is known as a wedge excision in question- 
able lesions of the stomach; however, I believe that 
this presents many technical difficulties. I am most re- 
luctant to risk cutting across tumor if I suspect that 
the lesion may be malignant. 

Dr. Boley: In the case I mentioned, the surgeon 
opened the stomach opposite the ulcer and approached 
the ulcer through the cavity of the stomach so that the 
only place the tumor cells might have been spilled 
would have been onto the mucosal surface of the 
stomach. 

Dr. Stowell: If the biopsy report is of a benign 
lesion, there is still the problem that there might be 
tumor elsewhere in the ulcer. 

Dr. Boley: That is correct. 

Dr. Stowell: Dr. Klotz, how long should you wait 
for healing to occur? 

Dr. Klotz: Some gastroenterologists say four weeks ; 
others, six weeks. In this period of time fairly rapid 
healing could occur in some cases. However, this is 
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subject to many variables, including how rigorously 
medical management is followed. One must still ex- 
ercise judgment in the individual case. 

Dr. Stowell: By exploring these doubtful cases, 
even though you may remove some benign lesions, 
you will increase opportunities for early detection of 
a malignant lesion and improve the cure rate in car- 
cinoma of the stomach which at present is not good.” 
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Increase in Hospital Insurance 


Benefit payments to persons covered by hospital 
expense insurance policies through the nation’s in- 
surance companies have increased more than 500 per 
cent since 1948, the Health Insurance Council report- 
ed recently. ra 

Designed to help pay for hospital bills, these bene- 
fits, according to the council, have risen at a faster 
rate than the cost of hospital care in the United States. 
During the period from 1948 to 1956, hospital charg- 
es have increased 125 per cent. 

In a projection of 1956 totals reported by insurance 
companies writing health insurance policies, the Coun- 
cil estimates that more than $1 billion in benefits was 
paid in 1957 under hospital expense insurance plans, 
as compared to some $150 million received by pa- 
tients confined in hospitals in 1948. During 1956 
alone, some $900 million was paid in hospitalization 
benefits, added the Council, a 500 per cent increase 
in nine years. These figures represent payments made 
to help cover the cost of hospital expenses only, and 
do not include benefits paid by insurance companies 
through other types of policies to cover the expenses 
of medical, surgical, and major medical care, and for 
loss of income expense insurance. 

Evaluating the report, the Council said that the 
“growth in benefit payments reflects both the greater 
proportion of hospital expenses being financed through 
insurance company policies, including practically ev- 
ery type of charge for hospital care, and the record 
expansion of these voluntary health insurance pro- 
grams.” 

In this connection, the Council noted that nearly 40 
per cent, or over 8 million people, of the 21 million 
who entered a hospital last year had insurance com- 
pany policies to help pay for the cost of illness or acci- 
dent. By the end of 1956, a record 66.3 million Amer- 
icans were protected against the cost of hospital care, 


both through individual and family health policies, 
and under group insurance programs. This represents 
an increase of 155 per cent in the number of people 
thus covered since 1948. 

In concluding its report of the rise in benefit pay- 
ments in the last nine years, the Council also noted 
that there has been a decrease in the time a patient 
remains in the hospital. According to the American 
Hospital Association, the average length of time in 
short-term general hospitals in 1948 was 8.1 days per 
patient. At the end of 1956, due to the advances in 
medical care and treatment, this average was reduced 
to 7.7 days. 

The Health Insurance Council—comprising eight 
insurance associations whose members account for 90 
per cent of the health policies written by insurance 
companies—serves as the central source of informa- 
tion for members of the medical and hospital profes- 
sions on aspects of voluntary health insurance. 


A View of Russia 


Impressions received on a trip to Russia were re- 
ported recently by Dr. Gunnar Gundersen, LaCrosse, 
Wisconsin, president-elect of the American Medical 
Association. ‘‘An Iron Curtain country it truly is,” he 
said, ‘‘a police state without question.” 

He found engineering a profession preferred over 
medicine, although Russians say production of physi- 
cians is satisfactory and distribution is faulty. There 
are 360,000 physicians for approximately 200,000,000 
people. 

Dr. Gundersen did not see one car which he could 
identify as a privately owned one. Many of the 400,- 
000 vehicles produced each year, according to report, 
are trucks. 

“In Moscow, as elsewhere in Russia,’’ said Dr. 
Gundersen, “everyone looks exactly the same; that is 
drab. No decent clothes are worn. There is no evi- 
dence of prosperity. The hotels are old and poorly 
maintained. The elevators are of an old vintage, hand- 
operated.” 

Although he found many things to be admired, the 
visitor summed up his impressions as follows, “After 
having spent only 11 days in the ‘Worker's Paradise’ 
it would seem to me that folks who are interested in 
extension of the welfare state should go to Russia to 
see what the situation really is like. It is obvious that 
with the total welfare state, freedom ceases to exist. 
There is no question but what it tends to level every- 
body downward. It certainly fails to upgrade anything 
except that possibly it does spread whatever goods 
there are to a larger number of people. If this repre- 
sents an improvement over what the conditions were 
before the revolution, then one can only say that the 
conditions at that time must have been unspeakable.” 
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Herpes Simplex 


ERICH DANIEL RYLL, M.D., Kansas City 


Introduction 


The virus of herpes simplex is probably one of 
man’s oldest parasites. Burnet (1945) stated that the 
ability of this pathogen to spread easily from person 
to person denotes it has undergone a long period of 
evolution as a parasite of human beings. The organism 
is, then, an ancient virus that has reached a stable con- 
figuration. 

It has been estimated (Burnet, 1945) that herpes 
simplex infects about 90 per cent of the people for 
approximately 90 per cent of their lives. The virus 
and the disease caused by it are unique in the realm 
of human afflictions in that they persists from genera- 
tion to generation without being carried in from ex- 
ternal sources. Thus, a child is infected from its 
parent and remains infected and able to transmit the 
disease to its progeny. Herpes simplex therefore, 
could have evolved with man throughout his entire 
history. 

The disease is ubiquitous, having been found 
among such peoples as the New Guinea natives (Bur- 
net, 1945), the Bantus of South Africa (Coetzee, 
1955), West Indian natives, and the Chinese (Weyer, 
1932), as well as civilized man generally. One in- 
stance in which herpes simplex was not found was re- 
ported by Hygaard (1939), who failed to find any 
cases of the virus infection in an epidemic of severe 
influenzal pneumonia in the Eskimos of East Green- 
land: “I saw neither herpes labialis nor the rusty 
sputum which is so common in European pneumonia.” 

Because the infection is usually not serious, it has 
not evoked much historical research. Shakespeare 
(1603) makes mention of herpes labialis in The 
Tragedy of Romeo and Juliet. Mercutio states that 
Queen Mab, the midwife of the fairies, rides in her 
chariot: 

O’er ladies’ lips, who straight on kisses dream, 
Which oft the angry Mab with blisters plagues. 
Because their breaths with sweetmeats tainted are: 


Etiology 
The etiology of the diseases caused by herpes sim- 


‘ plex has previously been in question. Léwenstein 


This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected for 
ublication by the Editorial Board from a group judged to 
be the best by the faculty at the school. Dr. Ryll is now serv- 
ing his internship at Bethany Hospital, Kansas City. 


A Review of Etiology, Manifestations, 


Transmission, and Epidemiology 


(1919) isolated the virus from fever blisters. As late 
as 1938, Doerr suggested that herpes simplex is not 
an infectious agent but is rather endogenously gen- 
erated in the human. While the etiology became firm- 
ly recognized subsequently, much work and observa- 
tion have been tendered on the trigger mechanism of 
recurrent herpes simplex. 

Heilig et al. (1928) attempted to induce recurrent 
herpes by suggestive therapy through hypnosis and 
produced typical lesions in their patients. Good and 
Campbell (1945) stated that recurrent herpes can 
be activated in rabbits by anaphylactic shock or his- 
tamine injections. Blank et al. (1950) listed the fol- 
lowing as the most common factors that cause acti- 
vation of the latent virus: upper respiratory infec- 
tions, sunburn, gastrointestinal upsets, menstruation, 
mechanical trauma to the lips, foods as chocolate, 
and emotional disturbances. They studied 10 patients 
with recurrent herpes simplex and found them all 
to be characteristically passive, submissive persons 
who were anxious to please. 

They were classified as orally receptive people 
who developed recurrent herpes simplex as a “‘vege- 
tative response.” As a typical case, they cited a wom- 
an who developed abdominal pain and herpetic blisters 
on the genitalia from guilt after intercourse. These 
people gained relief of recurrent herpes simplex and 
other symptomatology by psychiatric transference. 


Manifestations 

Herpes simplex is manifest in two forms, primary 
and recurrent infection. McNair Scott (1955) suc- 
cinctly listed the various types: 


1. Primary 

a. Gingivostomatitis—This is the most common 
form, occurring usually between 1 to 3 years of 
age; it may occur less commonly in adults. The 
lesion is a vesicle which becomes collapsed, macer- 
ated, and covered with a grayish-yellow mem- 
brane. It is found anywhere in the mouth and 
throat, including the tonsils and tongue. Gums 
are sore, swollen, and red-purple in appearance; 
teeth are tender with mastication, and deglutition 
is difficult. Breath is foul. Marked sub-mental, 
sub mandibular, and other adenopathy always 
occurs. These patients have high fever up to 
three weeks and are often seriously ill. 

b. Genital—Vulvovaginitis occurs in infants, older 
girls, and women. Infection of the penis is rare. 
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c. Skin—Eczema herpeticum occurs when herpes in- 
fects the skin of an eczematous person. This afflic- 
tion can be mild to fatal. 

d. Traumatic—When virus is applied to the wound- 
ed skin, an infection may result. This is difficult 
to differentiate from herpes zoster. 

e. Primary of the newborn—Newborn children de- 
velop an extensive infection of the viscera, espe- 
cially the liver. A vesicular eruption may ac- 
company this condition. The child becomes ex- 
tremely ill, with necrosis of viscera terminally. 

f. Primary encephalitis—This entity is found in 5 to 
7 per cent of patients with so-called aseptic menin- 
gitis. 

2. Recurrent 

a. Vesicles of lip or face that are thin-walled may 
occur. These are grouped, because circulating anti- 
body prevents virus from causing viremia. 

b. Eye—The conjunctiva, or conjunctiva and cornea 
together, may be invaded with formation of a den- 
dritic ulcer. 

c. Genitalia—Blisters form on the glans and shaft 
of the penis, termed herpes progenitalis. Vulvo- 
vaginitis occurs in the female; this resembles pri- 
mary infection. 

d. Traumatized skin—at times is involved in recur- 
rent infection. 

e. Erythema multiforme—People who are _ highly 
sensitive to the viral protein develop this con- 
dition, which occurs a few days after a recurrent 
infection. 


Dodd et al. (1938) discovered herpes simplex to 
be the etiologic agent of aphthous stomatitis of in- 
fancy (primary herpetic gingivostomatitis). They 
inoculated material into rabbit corneas and found 
herpetic inclusions. For some time it was held that 
recurrent aphthous stomatitis was also caused by 
herpes simplex. Rogers et al. (1949) found no labora- 
tory evidence to support this view. Blank and co- 
workers (1950) asserted that since all the infected 
cells have been shed after a primary attack, the virus 
has been eliminated from the area. They found no 
virus in recurrent aphthae by egg inoculation or by 
biopsy. Gajdusek et al. (1952), Buddingh and others 
(1953), and Ruchman (1950), all confirmed this 
finding. The last named author listed food or drug 
allergy and trauma as the etiologic agents of recur- 
rent stomatitis. 

In 1887 Kaposi (1895) described a rare type of 
skin eruption found as a complication of eczema in 
infants, but he was unaware of its etiology. This was 
called Kaposi’s varicelliform eruption (eczema her- 
peticum). Wenner (1944) succeeded in implicating 
the virus of herpes simplex as the cause of this condi- 
tion ; he isolated the virus from three patients. Zuelzer 
et al. (1952) reported eight cases of primary herpes 
of the newborn. Other workers have found similar 
cases, many of which terminated fatally. 


Mode of Transmission 


The method of spread of herpes simplex is still 
open to conjecture. Unlike influenza virus, which was 
found in samples of trapped air in a crowded gym- 
nasium, herpes simplex could not similarly be detected 
by Caminta and Faber (1950). Burnet (1945) be- 
lieved the infection was not by droplet, but rather due 
to the hygiene of feeding infants. Spoons and cups 
are contaminated by parents’ saliva, and infection 
occurs in minor cracks and abrasions of the child’s 
buccal mucosa. Older children possess a thicker, 
more resistant epithelium. 

Virus was recovered from the saliva and stools of 
patients with herpetic gingivostomatitis, according to 
Buddingh et al. (1955). They postulated that lesions 
could develop in the alimentary mucosa distal to the 
mouth and pharynx. Stools and saliva produced virus 
from 15 to 42 days after the onset of acute infection. 
These people constituted the reservoir of healthy car- 
riers which served for the spread of infection. The 
incidence of asymptomatic carriers ranged from 20 
per cent among children seven months to two years to 
nine per cent among those from 3 to 14 years, and 
2.5 per cent among adults. Buddingh regarded saliva 
and feces as the chief vehicles of infection. 

Scott (1954) maintained that intimate contact was 
the most important factor in the spread of the virus 
and that this accounted for the altered incidence in 
different socio-economic classes. Infancy is the time 
of greatest bodily contact with people: kissing, hug- 
ging, fondling, etc. In adults, he reasoned, sexual 
intercourse is undoubtedly the best method of spread. 


Epidemiology 


Much of the epidemiology of herpes simplex has 
eluded definition until recent years. Andrewes et al. 
(1930) noted that human sera, using intradermal 
neutralization methods, fell into two groups: (1) 
there was no neutralization or (2) the sera neutral- 
ized 1,000 infective doses of virus. They also observed 
that herpes simplex could recur in man in the pres- 
ence of humoral antibody; yet the same serum could 
deter infection in either rabbit’s skin or rabbit testis 
tissue culture inoculated with serum-virus mixtures. 
Hudson and others (1930), in intracerebral (IC) 
mouse neutralization studies, found no difference 
with distribution of neutralizing antibodies among 
pregnant, normal or menstruating women. 

In a series of articles (1939), Burnet et al. ex- 
pounded a new point of view of herpes simplex. 
They employed the chorioallantoic membrane of chick 
(CA membrane) technique of virus culture in per- 
forming neutralization studies. With this technique 
focal lesions called pocks developed on the CA mem- 
brane within two to three days after inoculation of a 
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suitable strain of virus. Results indicated an “‘all-or- 
nothing” character of herpes simplex infection, dif- 
ferent from all other known virus infections. 

Either the antibody titer was very high in a pa- 
tient’s serum or no antibody was to be found. Thus, 
the population could be divided into two segments: 
one had high antibody titer, while the other had none 
against herpes simplex virus. Burnet declared that 
with most virus diseases, once the infection had fin- 
ished, the virus was destroyed or eliminated, ren- 
dering the patient non-infective for others. But herpes 
simplex persisted for life, usualiy in a latent form, 
and was called forth with appropriate stimuli. Out- 
breaks always occurred in the same site, suggesting 
that the virus vegetated in the skin cells at the site 
of the lesions. The virus allegedly supplied a con- 
stant or intermittent antigenic stimulus which main- 
tained the circulating antibody at a high level. 

It was postulated that the non-herpetic was fre- 
quently exposed but got no infection because of a 
non-immunogenic resistance. Herein then is the para- 
dox of herpes simplex—the presence of a high anti- 
body level does not interfere with the occurrence of 
local herpes. Burnet and Lush (1939) failed to 
isolate the virus in post-mortem Gasserian ganglia; 
others alleged that the virus was harbored there. 

In the same year, Burnet and Lush (1939) pre- 
sented a working hypothesis of herpetic infection: 
(1) Maternal antibodies are transmitted to the off- 
spring and lost at about nine months of age. From 
nine months to five years, the buccal mucosa has a 
high susceptibility to infection. (2) After primary 
infection, virus persists throughout life in certain 
cells and recurs with incitants. (3) After early child- 
hood, resistance to primary extrinsic infection is in- 
dependent of circulating antibody. (4) This resis- 
tance can easily be overwhelmed with the inoculation 
of virus, but is sufficient to prevent infection of the 
intact mucosa. (Teissier et al. (1926) inoculated a 
volunteer with his own spontaneous strain of herpes 
and transferred the strain from one skin area to 
another for five to seven passages. Further passages 
could not be made, indicating the development of ef- 
fective immunity.) (5) When adults have infection, 
it is transient, with very little antibody response, and 
it does not lead to the permanent carrier state. (6) 
The site of the persisting infection is not known. 

Burnet (1945) proposed, in a series of addresses, 
two alternatives to herpetic infection: (1) One group 


- is susceptible to environmental virus with a high anti- 


body maintenance through recurrent new infections, 
while the other group is immune. (2) Once infection 
occurs, virus remains latent in the tissues and con- 
tinuously or intermittently stimulates antibody pro- 
duction. As support of the latter hypothesis, Burnet 


stated that children initially get stomatitis and rapidly 
build up from none to a high antibody level. In a 
random group of children, it was found that those 
with antibody had a level nearly as high as adults. 
Those people with no antibody almost invariably were 
not subject to recurrent herpes; all with recurrent 
herpes simplex had a high antibody level. Niagler’s 
skin test (1946) showed absolute correlation of reac- 
tion with presence of antibody. 

Andrewes and Carmichael (1930) were the first 
to suggest, in a study of post-encephalitic and other 
sera, using neutralization methods, that the socio- 
economic level is important in herpetic infection. 
Eight medical students in England exhibited little 
antibody, while public hospital patients’ sera were 78 
per cent positive. 

Burnet (1945) affirmed these findings. University 
graduates, non-graduate laboratory workers, and pub- 
lic hospital patients, in that order, evinced an in- 
creasing amount of antibody and a decreasing per- 
centage of infection. 

Anderson and Hamilton (1949) scrutinized 51 
children in a Melbourne, Australia, orphanage and 
took swabs and performed neutralization studies by 
the CA membrane method. Of these children, 20 had 
developed antibody between 11 and 22 months; 20 
had stomatitis and nine had sub-clinical infection. Ma- 
ternal antibody disappeared at seven months, and 
new antibody did not show until 14 months; in that 
time interval, the infants were apparently resistant 
in the absence of demonstrable antibody. 

Three hypotheses were put forth to explain this: 
(1) genetic resistance, disappearing at 12 months, 
(2) increased exposure and trauma between 6 and 
16 months, (3) resistance due to maternal antibody 
that the authors could not measure by methods used. 
The age incidence of infection here was from 11 to 
22 months, with an average of 14 months. Wenner 
(1944) reported primary infection in children only 
five months of age. Scott et al. (1950) confirmed 
the results of Anderson and Hamilton above in re- 
porting 38 cases of herpetic gingivostomatitis in 5,016 
children under five years of age. By age five, 60 per 
cent of these had had primary infection. Adults, 
they found, had an incidence of 63 per cent. 

Boake and co-workers (1951) raised the question 
as to whether the recurrent lesions occur at the pri- 
mary sites as Burnet had asserted, persisting in 
symbiosis within the cells. They contended that ac- 
curate records had not been kept of persons from 
infancy to adulthood. These workers noted that Kapo- 
si’s eruption in infants rarely led to recurrent her- 
petic lesions in the eczematous skin. The reason ad- 
vanced was that a severe primary attack resulted in 
the elimination of virus from the area. 
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Jawetz et al. (1952) questioned the all-or-none 
hypothesis of Burnet. These workers performed neu- 
tralization studies of 17 human sera, of persons aged 
20 to 62 years. They thought the Burnet CA mem- 
brane technique was not well adapted to quantitative 
measurement of differences in antibody concentra- 
tion of sera. Their data yielded neutralization titers 
with a range as wide as found in any infectious dis- 
ease. In addition, they found significant fluctuation 
in antibody titer over a period of 6 to 14 months. 
Furthermore, Wenner (1944) had observed the 
complete disappearance of humoral antibody in a 
22-month-old child within seven to nine months after 
Kaposi's varicelliform eruption. 

A number of studies have been done to determine 
the antibody status of various age groups against her- 
pes simplex. Weyer (1932) initiated this type of 
study, using neutralization tests in mice. Below age 
five, he found only 14 per cent had neutralizing anti- 
body ; by the age of 15, the adult level of 90 per cent 
had been attained. 

Holzel and others (1952) studied the distribution 
of complement fixing (CF) antibodies at different 
ages. They found that the number of positive sera 
fell in the second and third month and remained low 
until the end of the first year. Antibody rose rapidly 
during the second year and more slowly until adult 
life, indicating that primary infection occurs some- 
what in adult life also. In comparison with neutraliz- 
ing antibodies, the same trend was observed, but it 
was found that CF antibodies disappear earlier. This 
was possibly because the latter test was less sensitive 
than the CA membrane technique of Burnet in de- 
tecting small amounts of antibody. 

Buddingh et al. (1953) reported on the natural 
history of herpes simplex infection. They selected 
out-patients of the Louisiana Charity Hospital, chil- 
dren with primary herpetic stomatitis, and normal 
carriers. Chick embryos were inoculated and neutral- 
ization studies with HF strain were made, using the 
CA technique. Among their 12 patients studied, the 
acute phase lasted an average of six to seven days, and 
at this time mouth soreness disappeared. Mouth swabs 
from four patients contained virus three to four days 
before it was found in the stools, suggesting that 
the stool virus was derived from the oropharynx. No 
virus was found in blood or spinal fluid, but the 
patients were not studied until the third day. Neu- 
tralizing antibody was found from the fourth to the 
seventh day following onset and attained its maxi- 
mum level three to four weeks after onset. In all 
their patients with follow-ups, the maximum anti- 
body level was not maintained indefinitely, but 
dropped to lower levels. 

The greatest percentage of virus isolated from 
mouth swabs was from the seven months to two-year 


group, and of these the greatest percentage were 
Negroes. It was estimated that opportunities for con- 
tact and infection occurred with much greater fre- 
quency among Negroes in the above age group. From 
3 to 14 years, there was no difference in the isolation 
of virus or neutralizing antibody titer between white 
and Negro. Thus, school environment, in the opinion 
of the author, afforded white children greater chances 
for contact. Fourteen per cent more Negroes than 
whites had maternal antibody, indicating that a 
higher percentage of Negroes than whites had infec- 
tion with the virus. 

Buddingh stated that if latent virus resulted after 
primary infection, it did not serve as a continued 
stimulus for a high titer of neutralizing antibody. He 
felt that since herpes simplex can be recovered from a 
large reservoir, exogenous infection might account for 
cases of recurrent disease. 

Scott (1954) wrote a review article on herpetic in- 
fection. He re-emphasized that latent virus provides a 
continued stimulus for antibody production. But the 
balance between latent virus and antibody might not 
be established until a number of infections have oc- 
curred. Once the balance has been established, anti- 
body titer remains at a given level regardless of the 
number of recurrent attacks. He found the major pool 
of susceptibles lay between four months and two years 
of age. By age five, the adult level of neutralizing 
antibody had been established. In the average com- 
munity, 80 per cent of primary infection was sub-clin- 
ical, but the percentage was higher in crowded com- 
munities. 

Coetzee (1955) studied the Bantus in the Pretoria 
General Hospital of South Africa, collecting 417 
sterile sera. He utilized the CA membrane technique. 
Results supported the all-or-none hypothesis of Bur- 
net, as well as previous findings mentioned. Among 
the Bantus above age five, 100 per cent were found 
to have high antibody titer. 

Garabed Garabedian et al. (1955) probably came 
closest to expressing the gist of present day knowl- 
edge of the antibody status regarding herpes simplex: 
“The precise role of specific humoral antibodies in 
recurrent herpetic attacks, whether of preventing the 
spread of virus from superficial tissues, or of deter- 
mining by periodic fluctuation in titer the appearance 
of eruption, or of exerting a more intricate influence 
upon the host cell-virus relationship, is undecided.” 
They disavowed the hypothesis of Brain (1937) and 
later Jawetz (1952) that a fall in antibody in the her- 
petic individual heralded the appearance of a new 
eruption. In Garabedian’s subjects, the high anti- 
body level failed to prevent herpetic eruptions. 

The following diagram of Scott (1955) nicely rep- 
resents infection with herpes simplex: 
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Virus Characterization 


Rivers et al. (1929) were the first investigators to 
show definitely that characteristic cytologic lesions 
caused by the virus occur in tissue cultures of the 
rabbit cornea. 

The size of the virus, according to the American 
Public Health Association (1956), is from 90 to 213 
millimicra in diameter. According to the electron 
microscope studies of Coriell et al. (1950), the bodies 
appear rounded with unequal density, a more opaque 
central area being present in all cases. Vesicle fluid 
of 12 hours, and never more than 48 hours, con- 
tained numerous inclusion bodies. Purulent vesicles 
were frequently negative. 

Ackermann et al. (1952) investigated the intracel- 
lular distribution of herpes simplex virus in embry- 
onic liver. They found that 80 per cent of the virus 
was found in the cytoplasm, not combined with 
mitochondria; they advanced the concept that liver 
mitochondria functions in the development of the 
virus. 

Burnet and Lush (1939), Haywood (1949), Hunt 
(1954), and others, have found that strains of the 
virus are uniform in their serologic behavior, no 
antigenic differences having been found even in 
strains of widely different origin. Jawetz et al. (1955) 
studied eight strains and found significant differences 


antigenically between two of them. 


Neutralization and Tissue Culture Studies 


Sternberg (1892) established the neutralization 
principle with vaccinia. In his words: ‘The result of 
the experiments made is, therefore, very definite, and 
shows that the blood serum of an immune calf con- 


tains something which neutralizes the specific viru- 
lence of vaccine virus, either bovine or from human- 
ized lymph-crust from the arm of a child.” 

Zinsser and Tang (1929) performed neutraliza- 
tion tests by injecting mixtures of serum and virus IC 
into rabbits, with human encephalitic convalescent sera. 
Andervont (1931) discovered that the white Swiss 
mouse was susceptible to herpes simplex when given 
IC, and this led the way for neutralization studies in 
mice. Weyer (1932) also utilized the white mouse 
in neutralization studies with IC inoculation. The 
virus material came from the brains of mice that had 
died four to five days after inoculation. 

Parker and Nye (1925) were the first investigators 
to grow herpes simplex in tissue culture, using hang- 
ing drop cultures of rabbit testis with added plasma. 
They stated: “It may be that the virus in growing 
kills or injures the fibroblasts.” One culture was 
kept during 15 transfers for 54 days. Gildemeister 
et al. (1929) confirmed the ability of the virus to 
propagate in the presence of rabbit testis; they were 
able to effect 22 transfers. 

Maitland and Maitland (1928) developed the sus- 
pended cell culture technique using vaccinia in fowl 
kidney suspended in Tyrode’s solution and fowl se- 
rum. Andrewes (1930) used a modification of Mait- 
lands’ technique with minced rabbit testis to culture 
herpes simplex. He tested for the presence of virus 
by intradermal inoculation of rabbits. Moreover, he 
observed that if immune sera was used in the culture 
rather than normal serum, the virus failed to grow 
and there were no inoculations. Serum in a 1:3 dilu- 
tion invariably protected against undiluted virus. 

Cheever (1939) employed agar slant cultures of 
chick embryo. He noted that fresh cultures allowed 
him to passage virus indefinitely, whereas those four 
days or older failed to survive. During the same 
year, Burnet and Lush (1939) adapted herpes sim- 
plex to grow on the CA membrane of the developing 
hen’s egg. Virus was then titrated by the pock-counting 
technique. They found that highly diluted virus main- 
tained a constant titer for at least 24 hours. An equilib- 
rium was reached from two to four hours after the 
immune serum was added to the virus on the mem- 
brane. For some time after this union had been 
reached, it was reversible. Rabbit serum inactivated 
virus more quickly than did human sera. Shaffer and 
Enders (1939), Anderson and Hamilton (1949), 
Buddingh et al. (1953), Coetzee (1955), and others 
likewise employed the CA membrane, pock-counting 
technique. 

Jawetz et al. (1952) used an egg-adapted strain of 
herpes simplex and performed neutralization studies 
by injection of virus-serum mixtures into the yolk 
sac. They claimed that this was less sensitive but more 
reliable than the CA membrane technique. This test 
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was able to distinguish a tenfold dilution of antibody 
concentration in the serum. 

Carrel (1913) designed a flat-walled flask that was 
circular, for the maintenance of cultures. Gey (1933) 
largely improved upon the method of Carrel and de- 
veloped the modern roller tube method of culture. 
He utilized the entire surface of the tube for growth 
of tissue cells implanted upon it. 

The work of Enders (1949) in particular has been 
outstanding in giving impetus to the methodology of 
tissue culture, including herpes simplex. This investi- 
gator demonstrated the cytopathogenic (CP) effect of 
polio virus on human tissue cultures from parts of the 
organism outside the central nervous system. Together 
with others Enders (1954) modified Maitland’s medi- 
um and also that of Carrel and Gey. In the latter tech- 
nique, they planted small fragments of tissue on the 
inner wall of a test tube in a thin layer of plasma. 
This was then clotted by an extract. A small amount 
of liquid medium was added and the tube stoppered. 
After cellular outgrowth occurred, the virus inoculum 
was introduced. 

Stulberg and Schapira (1953) grew herpes simplex 
and influenza A viruses on lung and cardiac tissues. 
They defined the fibroblast as the cell type most easily 
grown in vitro and maintained in continuous passage. 
It was called a fibroblast because of close resemblance 
to appearance of loose connective tissue fibroblasts. 
Nearly all tissues gave rise to these fibroblasts, but 
when cultured from different organs they attained dif- 
ferentiating properties. 

Enders (1954) defined viral cytopathogenicity as 
the “capacity to induce any deraonstrable departure 
from the normal, either in the morphological or func- 
tional properties of cells.” He classified CP effects in- 
to three groups on the basis of morphology: (1) 
rounding of cells or irregular, bizarre cell outlines; 
granulation of cytoplasm, swelling of cells, swelling 
of the nucleus, pyknosis, fragmenting of chromatin 
in the cytoplasm, cell death, and disintegration, (2) 
formation of inclusion bodies, (3) giant cell forma- 
tion or formation of cells into syncitial masses. Chang- 
es of group 1 could be caused by noxious agents alone. 
The age of the donor tissue influenced the CP effect. 
Environmental factors were considered important in 
enhancing or suppressing CP effect. Herpes simplex 
was said to cause formation of giant cells, as well as 
the changes of groups 1 and 2. 

Bickerstaff (1953) was the first to grow herpes on 
epithelial cells and fibroblasts in tissue culture from 
the skin and amniotic membrane of chick embryo. 
He used the roller tube technique of Carrel-Gey and 
consistently observed CP effect with virus dilutions 
up to 10-8, This author noted that infected tubes lost 
their appearance of parallel rows of cells and showed 
bizarre forms, first among the peripheral cells and 


later extending throughout the entire growth. The 
nuclei then became pyknotic, the cytoplasm fragment- 
ed, and nuclear remnants that were dark-staining sole- 
ly remained. 

Sosa-Martinez et al. (1955) reported on the propa- 
gation of herpes virus in rabbit kidney tissue cultures 
in roller tubes. They performed neutralization tests in 
tissue culture. The final virus-serum mixture contained 
100TCD;9 of virus per 0.1 ml. Mice were observed 
between the third and fifth day. The mean titer of 
virus was 10-2:9 with this method; after the fifteenth 
passage, it was 10-3-7, 

A number of investigators have utilized comple- 
ment fixation methods to determine antibody status of 
herpes simplex. Until fairly recently, most efforts to 
develop a good antigen were only partially successful. 
Kraus and Takaki (1925, 1926) succeeded in fixing 
complement using an antigen of rabbit brain with 
human and rabbit sera. But Gay and Holden (1931) 
were unable to confirm these results. Sosa-Martinez 
and Lennette (1955) believed the failure of some 
investigators to get complement fixation was due to 
the nonspecific and anticomplementary activity of 
crude rabbit brain suspensions and rabbit serum. How- 
ever, Bedson and Bland (1929) and Brain (1932) 
were able to develop a successful CF antigen. They 
used a suspension of guinea pig pads. Brain stated 
that neutralizing antibody is higher in herpes simplex 
than is complement fixing antibody; the former 
method was perhaps more sensitive. 

Afzelius-Alm (1951) used virus infected mouse 
brain and chorioallantoic membrane of chick as CF 
antigen; he considered the CA pock neutralization 
method to be superior to the CF test. Dudgeon (1950) 
used embryonated hen’s egg as the source of this 
antigen ; he was unable to detect a rise in CF antibody 
in serum on the fourth day of the acute phase of ecze- 
ma herpeticum, nor on the 21st day. He therefore re- 
commended the neutralization test. Holzel et al. 
(1953) made a study of CF antibody at different ages. 
These workers prepared antigen from the chick CA 
membrane. Although the CF antibody followed the 
same trend as neutralizing antibody, they found that 
the former disappeared earlier, perhaps because the 
latter was less sensitive than the neutralization tech- 
nique in the detection of minute amounts of antibody. 

Sosa-Martinez and Lennette (1955) examined 131 
serum specimens from 72 people in whom herpes 
simplex infection was suspected clinically. They per- 
formed both the neutralization and CF tests. An egg- 
adapted strain of the virus was used. The CF antigen 
was found to be best when it came from the yolk sac, 
especially from the membrane instead of fluid. All 
portions of the embryonated egg were found to be 
satisfactory, but the virus was distributed in higher 
concentration in the yolk sac. The test virus was a 
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20 per cent suspension of infected mouse brain in 10 
per cent normal rabbit serum broth. Serum-virus mix- 
tures were inoculated IC into two- to four-day-old 
mice and observed for 14 days. Their results showed 
that CF antibody was rarely found in the absence of 
neutralizing antibody. But the reverse obtained in 
six cases. It was later shown that the neutralizing anti- 
body appeared earlier in the acute phase than did the 
CF antibody. 


Summary 


The virus of herpes simplex is believed to be an 
ancient parasite of man. It causes many diseases, most 
of which are mild in nature. Occasionally, however, 
the virus overwhelms its host. Herpes simplex is mani- 
fest in two forms, primary and recurrent. 

Primary infection usually occurs between ages of 
one and three, rarely in adults. Before the age of one, 
as a rule, the infant is protected by maternal anti- 
bodies. The most common type of primary infection 
is gingivostomatitis. Overt primary infection is seen 
in only 15 per cent of cases; 85 per cent of infections 
are sub-clinical. 

The greatest percentage of recurrent infection, 
again, is subclinical. Circulating antibodies are found 
after primary infection, although their exact role has 
not yet been defined. Recurrent herpes simplex is 
called forth with incitants, both physical and mental. 
It is not known with certainty where the virus is har- 
bored in recurrent infections. 

Some authors have indicated that antibodies against 
herpes simplex have an all-or-none character. Others 
have shown that this may only appear so due to the 
method of testing. 

The virus was cultured as early as 1925 in rabbit 
testis tissue culture. Later, rabbit corneas and other tis- 
sues were employed. Within recent years, HeLa cell, 
rabbit kidney, and chick embryo tissue cultures have 
served as virus substrates. 

The neutralization test has been used by many in- 
vestigators intracerebrally in rabbits and mice, on the 
CA membrane of chick, and, recently, in roller tube 
tissue cultures. Complement fixation tests have been 
received with less favor in the past because of the 
difficulty in finding a good antigen. This obstacle is 
being overcome, and results now appear comparable 
to those secured with neutralization methods. 

Many problems remain in the epidemiology of her- 
pes simplex. Surveys have been made of the antibody 
status against the virus using various techniques. None 


‘has been attempted in tissue culture. 


The author has begun research on the assessment 
of the neutralizing antibody status, among six pedi- 
atric age groups, against herpes simplex in chick em- 
bryo tissue culture (roller tube method),. These stud- 
ies will be correlated with the complement fixation 


method. Thus far, optimal requirements for CETC 
maintenance and growth and virus maintenance and 
growth have been defined. A total of 140 sera have 
been drawn from the University of Kansas Medical 
Center hospitals and clinics. These will be the basis 
of the proposed study. 
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Bad driving conditions prevailed in less than 15 
per cent of the fatal highway accidents in the U. S. 
in 1956. 


Twenty-seven per cent of all drivers involved in 
fatal auto accidents in the United States last year 
were under 25 years of age. 
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THE KANSAS PRESS 
LOOKS AT MEDICINE 


Make Haste SLow.y 

Strong opposition is developing against a proposed 
law which would have the federal government through 
the social security system, pay for hospital and other 
medical costs incurred by people eligible for social 
security benefits. 

Organizations which have gone on record against 
this comprise a long and diverse list—including, for 


example, the American Farm Bureau Federation and 
the American Medical Association. And the opposi- 
tion is based solidly on principle—that the proposed 
legislation amounts to compulsory insurance for those 
affected; that it would inevitably be extended to other 
groups, and that it could very well be the entering. 
wedge to eventual socialized medicine—the hope of 
advocates of socialism in the United States. . . . 

Here is a matter where wisdom and reason demand 
that we follow the old adage and make haste slowly. 
The potentialities of the proposed bill, and the scope 
of the precedents it could establish, are staggering and 
dismaying.—Goodland Herald, January 2, 1958. 


JOHN Ross CAMPBELL, M.D. 


Dr. J. R. Campbell, 68, physician in Pratt 
and member of the Pratt County Medical So- 
ciety, died on December 19, 1957. During 
more than 30 years of practice, Dr. Campbell 
had served medicine in various capacities, as 
one of the founding directors of Blue Shield, 
as councilor of the Kansas Medical Society, and 
in several offices in his county group. 

A graduate of the University of Kansas 
School of Medicine in 1915, Dr. Campbell be- 
gan practice in Coates and remained there until 
he entered the Army during World War I. He 
then moved to Pratt and practiced there until 
results of a stroke suffered in 1951 required his 
retirement. 


VERNON MELVIN WINKLE, M.D. 


Dr. Vernon M. Winkle, 56, director of local 
health services for the Kansas State Board of 
Health, died at a Topeka Hospital on Decem- 
ber 31, 1957, after having suffered a stroke. 
Dr. Winkle was graduated from the University 
of Nebraska College of Medicine in 1929 and 
later obtained a master’s degree in public health 
from Vanderbilt University. He maintained a 
private practice in Norfolk, Nebraska, before 
moving to Topeka 16 years ago to enter public 
health work. Dr. Winkle was a diplomate of 
the American Board of Preventive Medicine. 


ALMONTA DEAVER Hays, M.D. 


An 85-year-old Cherokee physician, Dr. A. D. 
Hays, died at the Wadsworth VA Hospital on 


DEATH NOTICES 


December 20, 1957, after an illness of five years. 
He had been an honorary member of the Craw- 
ford County Society since 1940. Dr. Hays re- 
ceived his medical education at the College of 
Physicians and Surgeons, Baltimore, and came 
to Kansas in 1904, remaining here except for 
service in the Army Medical Corps during 
World War I. Active in civic affairs, he served a 
number of terms on the Cherokee city council 
and for three decades on the Cherokee school 
board. 


WALTER NEWTON MUNDELL, M.D. 


A physician who had been an honorary mem- 
ber of the Reno County Society since 1949, Dr. 
W. N. Mundell, 77, died at Grace Hospital, 
Hutchinson, on January 2 after an illness of two 
weeks. He had retired from practice in 1953, 
after having maintained an office in Hutchin- 
son since 1914. During World War I he served 
overseas with the Army Medical Corps. 


HENRY BRADLEY SULLIVAN, M.D. 


Dr. H. B. Sullivan, 61, an active member and 
past president of the Johnson County Medical 
Society, died at Bethany Hospital, Kansas City, 
on January 17. He had practiced in Shawnee 
since his graduation from the University of 
Kansas School of Medicine in 1920. Dr. Sul- 
livan was active in civic affairs, had served as 
city treasurer of Shawnee, and had held posi- 
tions on the boards of education in both Shaw- 
nee and Mission. His son, Dr. H. B. Sullivan, 
Jt., was associated with him in practice. 
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COUNTY SOCIETIES 


“Indications and Contraindications for Psychiatric 
Hospitalization” was the subject of a panel discussion 
comprising the program for the January 6 meeting of 
the Shawnee County Medical Society in Topeka. Dr. 
Paul E. Feldman served as moderator with the follow- 
ing as participants: Dr. W. S. Simpson, Dr. H. V. 
Williams, Jr., Dr. John A. Grimshaw, Dr. R. B. For- 
man, Dr. Thomas B. Stage, Dr. Robert H. O'Neil, 
Dr. P. W. Thompson, and Mrs. Kay Zurbuchen. 


Members of the Sedwick County Society entertained 
their wives at a dinner meeting at the Lassen Hotel, 
Wichita, on January 10. An economist, Dr. Arthur 
Smith, Dallas, was speaker of the evening. Dr. E. S. 
Brinton was installed as president for 1958. 


Two radiologists, Dr. Peter E. Hiebert and Dr. 
Galen M. Tice, Kansas City, presented the program 
at the January 21 meeting of the Wyandotte County 
Society. The subject of the discussion was “Radiation 
Protection in Diagnostic X-ray.” 


Dr. Forrest D. Taylor is serving as president of the 
Clay County Society this year. He is assisted in admin- 
istering the affairs of the group by Dr. George W. 
Bale, vice-president, and Dr. Carl H. Ruff, secretary- 
treasurer. 


Members of the Saline County Society were hosts 
at a meeting of the Golden Belt Medical Society at 
Holiday Inn, Salina, on January 9. A panel discus- 
sion on acute abdominal disease was presented by Dr. 
Charles S. Joss, Topeka; Dr. Robert T. Cotton, Tope- 
ka; Dr. Donald D. Dieter, Salina; Dr. Marion C. 
Pearson, Concordia, and Dr. Roger K. Wallace, Man- 
hattan. 


Officers of the Marshall County Society, elected at 
a meeting held last month, are: president, Dr. Donald 
M. Diefendorf ; secretary-treasurer, Dr. R. M. Thom- 
as; delegate, Dr. J. W. Randell; alternate, Dr. H. H. 
Haerle. 


Dr. William F. Roth, Kansas City, was elected 
president of the Wyandotte County Society for 1958 
at a meeting held last month. Other new officers in- 
clude Dr. Hubert M. Floersch, vice-president; Dr. 
M. R. FitzPatrick, secretary, and Dr. Wray Enders, 


treasurer. Dr. William P. Williamson was chosen for 
a three-year term on the board of censors. 


A film, “The Medical Witness,’ was shown at a 
joint meeting of the Harvey County Medical Society 
and the Harvey County Bar Association at Newton 
on January 6. Discussion was given by Dr. Victor 
E. Chesky of Halstead, Dr. Harold M. Glover of 
Newton, Judge J. G. Somers and Mr. J. Sidney Nye. 


Officers of the Republic County Medical Society, re- 
cently elected, are: Dr. Paul L. Beiderwell, Belleville, 
president; Dr. Perry U. Hunsley, vice-president, and 
Dr. Ernie J. Chaney, secretary-treasurer. 


Dr. Rex C. Belisle, Hays, is serving as president of 
the Central Kansas Medical Society for 1958 with Dr. 
W. E. McAllaster of Russell as vice-president and 
Dr. Glen C. Hutchison, Hays, as secretary-treasurer. 


The annual president’s dinner of the Labette 
County Medical Society was held January 9 at the 
Parsons State Hospital and Training Center with Dr. 
Howard V. Bair, retiring president, as host. The fol- 
lowing officers were elected for 1958: Dr. Hal Bur- 
nett, president; Dr. John White, vice-president, and 
Dr. Jacqueline Baumeister, secretary. 


Polio Reminder Cards 


As part of its campaign to see that every person 
under the age of 40 receives immunization against 
polio, the American Medical Association has prepared 
two cards to be sent to patients to remind them of the 
necessity for shots. The cards may be obtained from 
the Public Relations Department, A.M.A., 535 North 
Dearborn Street, Chicago 10, Illinois, without charge. 

Card A may be used for a patient who has not 
discussed the matter with his physician. ‘“‘As your doc- 
tor,” it begins, ‘‘vitally concerned with your health, I 
feel it my duty to encourage you to become immu- 
nized against poliomyelitis.” The suggestion is made 
that the patient arrange for shots. 

Card B, to be sent to a patient as a reminder for 
his third shot, carries the words, “It’s time for your 
third polio shot,” in large letters. In smaller type is 
the message, ‘“‘Remember—two shots of Salk vaccine 
give you only partial protection against polio! For 
maximum protection you need all three shots. Don’t 
press your luck. Get your final inoculation now.” 

Orders should clearly specify the number of each 
style required. ; 
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BOOK REVIEWS 


May's Manual of Diseases of the Eye. 22nd edition. 
Revised and edited by Charles A. Perera, M.D. Pub- 
lished by Williams and Wilkins Company, Baltimore. 
518 pages. Price $6.00. 


This 22nd edition of the original May's Manual of 
Diseases of the Eye is edited by Dr. Charles A. Perera, 
associate clinical professor in ophthalmology, College 
of Physicians and Surgeons, Columbia University, 
New York; attending ophthalmologist, Presbyterian 
Hospital, New York; consulting ophthalmologist 
Vassar Brothers Hospital, Poughkeepsie, New York. 

This is a compact, informative manual without ex- 
cessive detail, but with sufficient discussion to make 
the work meaningful. 

The first paragraph in the book is worth quoting 
verbatim: “Ophthalmology is a branch of general 
medicine and surgery from which, in practice, it can- 
not be entirely separated. The examination of the eye 
does not mean merely the investigation of an isolated 
organ, but the examination of the patient with special 
reference to the organ and its functions.” 

For physicians in general practice the first 13 chap- 
ters contain, in addition to a general description of the 
eye and its examination, the ordinary extra and intra- 
ocular pathological manifestations that one meets in 
ordinary office practice. While the latter part of the 
book is more specialized, it does serve as a ready refer- 
ence manual for a busy office practice. 

Doctor Perera should be congratulated on this ex- 
cellent revision, and for keeping available this most 
practicable book for general practitioners and medical 
students.—].E.H. 


ABSTRACTS FROM 


CURRENT LITERATURE 


Rolicton in Heart Failure 


Amisometradine (Rolicton) as an Oral Diuretic 
in Congestive Heart Failure. Douglas, A. H.; Samuel, 
P.; Wagner, W. P., and Gubernick L., New York J. 
Med. 57 :3631 (Nov.) 1957. 


The authors studied the effects of amisometradine 
(Rolicton) on 54 patients with congestive heart fail- 
ure. Of these, 26 were ambulatory (Class 3) and 28 
were hospital cases (Class 4). Ages ranged from 
14 to 88. ‘ 

Results were classified as good, fair, or poor as de- 
termined by weight loss, need for injection of a 


mercurial diuretic, and response of symptoms and 
signs of congestive failure. 

As determined by these standards, the effects of the 
medication were found to be good in 61 per cent, fair 
in 20 per cent, and poor in 19 per cent of the pa- 
tients. In Class 3 cardiacs treated with relatively 
small doses, results were good in 52 per cent, while 
in Class 4 cardiacs treated with maximum tolerated 
doses, results were good in 68 per cent. Two patients 
with marked anasarca, unresponsive to sodium restric- 
tion, digitalization, ammonium chloride, and meral- 
luride, developed diuresis when given 4.0 Gm. of 
amisometradine in conjunction with the mercurial. 

While the mercurials have remained the most 
valuable of the diuretic agents, their use may be com- 
plicated by various undesirable effects. When given 
by injection, they produce peaks of diuretic activity 
with reaccumulation of sodium and water between 
the injections. Recognition of the limitations of mer- 
curial diuresis has stimulated investigative work di- 
rected toward the discovery of nonmercurial drugs 
which could be used to supplement their effect when 
necessary or to substitute for them. 

These investigators found amisometradine an effec- 
tive and safe oral diuretic. It can be used to supple- 
ment the effect of a mercurial, to reduce the need 
for parenteral therapy, and to substitute for a mer- 
curial where use of the latter is contraindicated. In 
mild congestive failure, 0.4 Gm. twice a day may be 
adequate for maintenance of a dry weight. With 
more persistent cardiac failure the dose should be in- 
creased to the point of nausea. Most patients in this 
study were able to tolerate 1.0 Gm. four times a day 
without distress. 

No renal, hepatic, or hematologic complications 
appeared in this series, nor was there evidence of re- 
fractoriness to the drug. 


New Journal in 1958 


Arthritis and Rheumatism is the name of a new 
journal which will be published for the first time 
early in 1958 under the auspices of the American 
Rheumatism Association. It will appear bimonthly, 
starting with a January-February issue. Secretary of 
the organization is Dr. Edward F. Hartung, 580 Park 
Avenue, New York 21, New York. 

The journal will cover the field of connective tissue 
disorders, in particular rheumatoid arthritis, osteo- 
arthritis, rheumatic fever, gout, the so-called “‘colla- 
gen diseases,” and nonarticular rheumatism. Special 
departments will include news, correspondence, edi- 
torials, progress reports, and book reviews. The pub- 
lication committee hopes that the journal will be of 
interest to specialists in rheumatic diseases, internists, 
orthopedic surgeons, research workers, and all prac- 
titioners with a special interest in these diseases. 
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Council Screens Foreign Graduates 


After nearly three years of planning, the Educa- 
tional Council for Foreign Medical Graduates has 
placed an “open for business” sign on the door of its 
offices in Evanston, Illinois. 

The council, which will carry out a detailed and 
comprehensive program for evaluating foreign medi- 
cal school graduates, has offices in the Orrington 
Hotel in Evanston. The executive director is Dr. 
Dean F. Smiley, Chicago, former secretary of the 
Association of American Medical Colleges. 

It was decided three years ago that some form of 
evaluation service should be established within an 
independent agency whose affairs would be directed 
by a board of trustees designated by four cooperating 
organizations, the American Medical Association, the 
Association of American Medical Colleges, the Amer- 
ican Hospital Association, and the Federation of State 
Medical Boards of the United States. For the next 
two years, the council will be supported by the four 
sponsoring agencies, the Kellogg Foundation, and the 
Rockefeller Foundation. 

The council, incorporated in the State of Illinois, 
will be administered by a 10-member board of trus- 
tees—two representatives from each of the four spon- 
soring agencies and two persons representing the pub- 
lic at large, one named by the U. S. Department of 
Defense and the other by the U. S. Department of 
Health, Education, and Welfare. 

Dr. Smiley said the council will distribute to for- 
eign medical graduates around the world authentic in- 
formation regarding the opportunities and difficulties 
involved in coming to the U. S. on an exchange stu- 
dent visa to take intern or resident training in a U. S. 
hospital, or coming on an immigrant visa with the 
hope of becoming licensed to practice. 

The council will make available to properly qual- 
ified foreign medical graduates, while still in their 
own country, all information on how to obtain cer- 
tification. This involves a three-way screening process: 

1. The council will certify that a student’s educa- 
tional credentials have been checked and found meet- 
ing minimal standards—18 years of formal educa- 
tion, including at least four years in a bona fide med- 
ical school, but excluding hospital training. 

2. The council will certify that the command of 
English has been tested and found adequate for as- 
suming an internship-in an American hospital. 

3. The council will certify that the general knowl- 
edge of medicine, as evidenced by passing of the 
American Medical Qualification Examination, is ade- 
quate for assuming an internship in an American 
hospital. 

The council also will provide hospitals, state li- 
censing boards, and specialty boards which the for- 
eign medical graduates designate with the results of 


the three-way screening. It also will accumulate and 
publish each year complete data regarding the num- 
bers and placement of foreign medical graduates in 
this country. 

Dr. Smiley emphasized that the council will not 
serve as a placement agency either for interns or resi- 
dents; it will not attempt to evaluate the teaching 
program or inspect or approve any foreign medical 
school, and it will not act as an intercessor for for- 
eign medical graduates having problems under dis- 
cussion by state boards of medical licensure or spe- 
cialty boards. 


New Exhibits in 1958 


To reach more and more Americans with authentic 
up-to-date health information, the A.M.A.’s Bureau 
of Exhibits announces a number of major plans for 
1958. First, a new exhibit titled “How We Breathe” 
will be ready for bookings after January 1, 1958. This 
exhibit will present a three-dimensional model of the 
organs involved in breathing—the nose, pharynx, 
larynx, bronchial tubes, and lungs. Other features in- 
clude actual preserved human lungs; a unit to dem- 
onstrate the mechanism of breathing and the part 
played by the diaphragm and rib cage, and a section 
showing the exchange of oxygen from the lungs to 
the blood and carbon dioxide from the blood to the 
lungs. 

Two other exhibits also are well along in the 
planning stages for next year: (1) the brain and 
nervous system, featuring a human brain embedded 
in plastic and (2) the endocrine system. Further de- 
tails will be announced later. 

Finally, small editions of the popular “Life Be- 
gins” exhibit are being built, incorporating most of 
the information in the large exhibits but displaying 
only one fetus embedded in plastic. Other fetuses in 
varying stages of development will be shown pic- 
torially. This type of exhibit is lightweight and should 
prove attractive to medical societies far away from 
Chicago. 


Pamphlet on County Societies 


Replies to the questionnaires sent to county medi- 
cal societies concerning their activities and programs 
have been tabulated and published in booklet form 
by the A.M.A.’s Council on Medical Service. The 
booklet—‘1957 Nationwide Survey on County Med- 
ical Society Activities” —contains information on types 
of county medical society programs (such as emer- 
gency call systems or grievance committees), fee 
schedules, life insurance, attendance at meetings and 
dues. Copies will be sent to all county and state medi- 
cal societies. Additional copies may be secured from 
the Council. 
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Study of Patients’ Complaints 


The older patient in a small hospital is likely to 
have the fewest complaints about the quality and 
quantity of nursing care, according to a survey of 
patient opinion published recently in Hospitals, Jour- 
nal of the American Hospital Association. 

The survey, conducted by the Public Health Serv- 
ice with the cooperation of the American Hospital 
Association among nearly 9,000 patients in 60 general 
hospitals, shows what the patients regarded as omis- 
sions in nursing care. 

The 60 hospitals participating were divided ac- 
cording to size in terms of average daily patient cen- 
sus; 100 to 199 in the first group, 200 to 299 in the 
second group, and 300 to 499 in the third. 

“It was found that patients in the two smaller 
size groups reported the least number of omissions 
of nursing care—while patients in the 300 to 499 
size group reported most omissions,” the authors 
said. 

“Of the total group of 9,000 patients, 33 per cent 
reported that all their needs were filled; only 24 per 
cent of the patients under 20 reported complete sat- 
isfaction with all their care; while 40 per cent of 
the patients 60 and over said that they had all their 
needs met.” 

One reason given by the authors for the number of 
unfilled nursing needs was the increase in treatments 
ordered for patients, with the resultant time spent 
in preparation and cleaning of equipment used in 
these treatments. Another reason was the time spent 
by the professional nurse in nonnursing activities, 
such as housekeeping, clerical duties and running 
errands. 

‘A professional nurse seldom has more than a few 
minutes during an eight-hour day to spend with each 
patient on the unit,” the authors said. The average 
professional nurse spends only about 26 per cent of 
her time on activities with patients, they added. 

Attitudes toward food, hospital environment and 
noise varied with the age of the patient, the survey 
showed. The older patient wanted a variety of food, 
easily digestible and attractively served, while the 
younger was more interested in the quantity of food 
and how filling it was. 

The older patient was concerned with small details 
of comfort, such as “having his Kleenex at hand, hav- 
ing his venetian blinds drawn in a certain way,” the 


authors said. 


“The younger person seemed to be preoccupied 
with avoiding boredom. He was more active mentally 
and physically, and liked to have more people around 
him,” the study showed. 

Noise, especially from radio and television sets, 
bothered the older patient, while younger patients re- 


sented being asked to turn off radio or television sets. 
While the older patient was annoyed by an excessive 
number of visitors, the younger liked more visitors 
than he was allowed. 

Both the sex and the martial status of the patient 
also seemed to affect satisfaction with care, with men, 
more satisfied than women, and married patients 
more satisfied than single, according to the article. 

“In the hospitals studied, 35 per cent of the males 
reported that all their needs were met. The number 
of women who were completely satisfied was 29.7 per 
cent, excluding obstetrical patients, who as a group, 
were as happy as males. 

“Among the single patients, nearly 28 per cent 
said that all their needs were met; while among the 
married patients, 34 per cent said that they were com- 
pletely satisfied.” 

Age as related to marital status also seemed to affect 
the patient’s opinion of his care. While single pa- 
tients from 20 to 29 were more dissatisfied than mar- 
ried patients in the same age group, single patients 
from 30 to 39 were happier than married patients in 
the same group. 


Healthful Winter Fun 


How to live sensibly and still have a good time in 
cold weather is the way of life outlined in a new 
series of radio transcriptions the A.M.A.’s Bureau of 
Health Education made available to medical societies 
early in December. In the 13-program series “The 
Picture of Health,” brief dramatizations of typical 
family life are preserited—illustrating how far open 
the bedroom window should be at night or the kinds 
of food one should eat to stay healthy. Other sub- 
jects covered in the series include: general winter ex- 
posures; snow and ice hazards for pedestrians ; frost- 
bite and chilblains; skiing hazards; diet; driving; 
household procedures (such as temperature and mois- 
ture in the room). Dr. W. W. Bolton, Bureau asso- 
ciate director, serves as medical consultant. 


Miss Ruth Steinberg began duties on January 2 
as associate professor in nutrition research at the Uni- 
versity of Kansas Medical Center. She will be in 
charge of a program, now in its formative stages, 
designed to bring about a better insight into food 
research and to medical problems related to nutrition. 


In 1956, more than 8,000 pedestrians were killed 
by autos in the U. S. 


Jaywalking was costly in the U. S. in 1956—3,170 
were killed. 
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ANNOUNCEMENTS 


Course on the Heart: The Acute Coronary Occlu- 
sion, February 24 and 25, University of Kansas Medi- 
cal Center. Course on neurology and neurosurgery, 
February 26 and 27. Write Department of Post- 
graduate Medicine, 39th and Rainbow, Kansas City 
12, Kansas. 


Postgraduate conference offered by University of 
Colorado Medical Center, 4200 East Ninth Avenue, 
Denver 20, Colorado, ‘Edema: Its Pathogenesis and 
Management,” March 13-15. 


Courses offered by New York University Post- 
graduate Medical School, 550 First Avenue, New 
York 16, New York: Anesthesiology: Endotracheal 
and Related Methods, March 24-28; Electrocardiog- 
raphy, March 17-21; Motor Anomalies of the Eye, 
Part I, March 3-8; Motor Anomalies of the Eye, 
Part II, March 10-14; Surgery of the Eye, March 24- 
29; Audiology, March 3-5; Neuro-Otolaryngology, 
March 6-8; Surgery of the Hand, March 12-22. 


Creighton University School of Medicine, Omaha 
2, Nebraska, offers postgraduate conference, April 8- 
10. First day devoted to practical clinical hematology ; 
second day to rehabilitation procedures, and third day 
to practical office laboratory tests. Registration limi- 
ted to 50. 


Second annual postgraduate course in fractures 
and other trauma, Chicago Committee on Trauma, 
American College of Surgeons, 55 East Washington 
Street, Chicago 2, Illinois, April 16-19. Presented at 
John B. Murphy Memorial Auditorium, 40 East Erie 
Street, Chicago. 


American College of Chest Physicians announces 
a resident loan fund to stimulate interest in post- 
graduate study of chest diseases. Eligible for annual 
loans up to $1,000 are physicians who have completed 
an internship of one year. Maximum of $3,000 to 
any one student. Three years allowed for repayment. 


Three-day sectional meeting, American College of 
Surgeons, Des Moines Iowa, March 27-29, at Hotel 
Fort Des Moines. All physicians invited. Write the 
College, 40 East Erie Street, Chicago 11, Illinois. 


Rural Health Conference in March 


Changing patterns in nutrition, health costs, medi- 
cal care, dental health, and safety will serve as the 
focal point for discussion at the 13th national Con- 
ference on Rural Health to be held March 6-8 at the 
Hotel Heidelberg, Jackson, Mississippi. The confer- 
ence is sponsored by the A.M.A.’s Council on Rural 
Health in cooperation with southern state medical 
associations and farm, educational, and allied organ- 
izations. 

Highlights for Thursday and Friday include: a 
panel on nutrition, a skit depicting a family’s visit to 
the dentist, presentation on a visit to the doctor's of- 
fice with emphasis on the physical examination, a 
panel on safety, a discussion of what the patient ex- 
pects from his doctor and the doctor of his patient, 
a panel on new developments in health insurance 
plans, a report on Mississippi’s physician training 
and placement service, and the annual banquet. 

The Saturday program will include: five presenta- 
tions on outstanding achievements in rural commu- 
nities: (1) health improvement association in rural 
Illinois; (2) Oklahoma’s visiting nurses service; (3) 
a 4-H Club safety lifting program; (4) 4-H Club 
work in Nebraska, and (5) Ohio's preceptorship 
program. Also a summary will be given by Mrs. 
Charles W. Sewell of Otterbein, Indiana, member-at- 
large of the advisory committee to the Council. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—X-ray machine, General Electric, 100 MA 
with fluoroscope. One tube. In central Kansas. Write the 
JourNaAL 2-58. 


POSITION WANTED—locum tenens or position as assist- 
ant to established man. Available from early January through 
June. Excellent general training, married, have family. Prefer 
location in or around Kansas City area. Recent graduate. 
Write the Journa 1-58. 


Progressive, growing group of six physicians would like to 
contact an obstetrician, pediatrician, internist. and general 
practitioner who have completed military obligations. Very 
prosperous central Nebraska town under 20,000 offers un- 
limited future possibilities. Excellent salary first vear, at- 
tractive partnership thereafter. Write the Journal 3-58. 


FOR SALE—100 MA Westinghouse x-ray unit and FCC 


approved Short Wave Diathermy, like new and at a frac- 
ticn of original cost. Write the Journal 4-58. 


Annual Meeting 
KANSAS MEDICAL SOCIETY 


Kansas City, Kansas May 5-7, 1958 


Make Hotel Reservations Now 
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ADVERTISEMENTS 


Nilevar 


Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100. 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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aore potent and comprehensive treatment 
nan salicylate alone 

ssured anti-inflammatory effect of low-dosage 
orticosteroid' .. . additive antirheumatic action of 
orticosteroid plus salicylate? ° brings rapid pain 
elief; aids restoration of function . . . wide range 
f application including the entire fibrositis syn- 
rome as well as early or mild rheumatoid arthritis 


nore conservative and manageable than full- 
losage corticosteroid therapy— 

auch less likelihood of treatment-interrupting 
ide effects'® . . . reduces possibility of residual 
njury... simple, flexible dosage schedule 


"HERAPY SHOULD BE INDIVIDUALIZED 

cute conditions: Two or three tablets four times daily. After 
‘esired response is obtained, gradually reduce daily dosage 
ind then discontinue. 


subacute or chronic conditions: Initially as above. When sat- 


sfactory control is obtained, gradually reduce the daily 
josage to minimum effective maintenance level. For best 
results administer after meals and at bedtime. 


precautions: Because siGMAGEN contains prednisone, the 
same precautions and contraindications observed with this 
steroid apply also to the use of SIGMAGEN. 


it calls for 


i (R) 


5mg 

Aiumin ydroxile 75 
Ascorbic acid 20 mg 
Packaging: sicmacen Tablets, bottles of 100 and 100¢ 


References: 1. Spies, T. D., et al.: J.A.M.A. 159:645 
1955. 2. Spies, T. D., et af.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 
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ADVERTISEMENTS 


BONADOXIN™ 


STOPS MORNING SICKNESS...BUT 


for a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
vitamins, 8 important minerals. 


; © Bottles of 100. 


*due to calcium-phosphorus imbalance 


NEW YORK 17, NEW YORK 


Division, Chas. Pfizer & Co., Inc. 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance...[is} 
is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the to: 
full 50 mg. of pyridoxine. 
EACH TABLET CONTAINS: 
PYRIDOXINE HCI........ 50 mg. 
Bottles of 25 and 100. 

References: 1. Groskloss, H. H., et al: Clin. 


Med.-2:885 (Sept.) 1955. 2. Goldsmith, J. W.s 
Minnesota Med. 40:99 (Feb.) 1957. 
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uscle 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic / no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness / 


well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


diol di b 


2-methyl-2-m-propyl-1,3-prop 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


® 
WALLAcE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 
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Two-dimensional 
treatment 


Because it replaces half control with full control. 


Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 
MILTOWN® (meprobamate, Wallace) ..................2c.sseeeeeeeceeeeeees 400 mg. 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
U. S. Patent No. 2,724,720. 


Conjugated Estrogens (equine) .....................:.::::ssnseeeeeeeeeees 0.4 mg. 
Licensed under U. S. Patent No. 2,429,398. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 
Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


® 
Wy WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


TANT ADVANCE IN MENGES 
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New...from Pfizer Research 


compounds tested 


| compound unexcelled 


COSA 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc, 
Brooklyn 6, N. Y. 


TET 


Progress has been made in antibiotic therapy 
through the use of absorption-enhancing agents, 
resulting in higher, more effective antibiotic blood 
levels. 


For the past two years, in a continuing search 
for more effective agents for enhancing oral anti- 
biotic blood levels, our Research Laboratories 
screened eighty-four adjuvants, including sorbitol, 
citric acid, sodium hexametaphosphate, and other 
organic acids and chelating agents as well as phos- 
phate complex and other analogs. After months of 
intensive comparative testing, glucosamine proved 
to be the absorption-enhancing agent of choice. 
Here’s why: 


1 Crossover tests show that average blood levels 
achieved with glucosamine were markedly higher 
than those of other enhancing agents screened. In 
some cases this effect was more than double. 


2 Of great importance to the practicing physi- 
cian is the consistency of the blood level enhance- 
ment achieved with glucosamine. Extensive tests 
show that the enhancing effect with glucosamine 
occurs in a greater percentage of cases than with 
any other agent screened. 


3 Glucosamine is a nontoxic physiologic metabo- 
lite occurring naturally and widely in human se- 
cretions, tissues and organs. It is nonirritating to 
the stomach, does not increase gastric secretion, 
is sodium free and releases only four calories of 
energy per gram. Also, there is evidence that glu- 
cosamine may favorably influence the bacterial 
flora of the intestinal tract. 


For these reasons glucosamine provides you with 
an important new adjuvant for better enhance- 
ment of antibiotic blood levels. Tetracycline, po- 
tentiated physiologically with glucosamine, is now 
available to you as COSA-TETRACYN. 


Capsules 250 mg. and 125 mg. 


ACY 


The most widely used 
broad-spectrum antibiotic 
now potentiated with 
glucosamine, the 
enhancing agent of choice 


*Trademark 
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ADVERTISEMENTS 


breaks up. cough’® 


ee shows how 3-pronged 
attack of Pyribenzamine Expectorant with Ephedrine breaks up cough 
by: (1) reducing histamine-induced congestion and irritation 
throughout the respiratory tract; (2) liquefying thick and tenacious 
mucus; (3) relaxing bronchioles. Pyribenzamine Expectorant 
with Codeine and Ephedrine also available (exempt narcotic). 
Pyribenzamine® citrate (tripelennamine citrate CIBA).C IBA 
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for “This Wormy World” 
for This Wormy World” 
| Pleasant tasting. 

SYRUP - TABLETS - WAFERS» 
Eliminate PINWORMS IN ONE WEEK 
ROUNDWORMS IN ONE OR TWO DAYS 
“ANTEPAR’ SYRUP Piperazine Citrate.100 me. perce. | 
‘ANTEPAR’ TABLETS ~Ppersvine Citrate, 250 oF 300 
‘ANTEPAR’ WAFERS Pipersrine Phosphate. 500mg. 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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the chill 
the cough 
| the aching muscles a 


the fever bas 


Viral upper respiratory infection....For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN+ VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 
i unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
i kind to contain penicillin V. 
| saad SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of 
aa, ; salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. 
Clan” Counell for, 
» ‘mation on Child Health. Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa. 
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Lederle announces a major drug with great new promise 


a new corticosteroid created to minimize the 
major deterrents to all previous steroid therapy 
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Triamcinolone LEDERLE 
9 alpha-fluoro-16 alpha-hydroxyprednisolone 


t 


0 a new high in anti-inflammatory effects with lower dosage 
(averages V3 less than prednisone) 


1¢ a new low in the collateral hormonal effects associated 
with all previous corticosteroids 


Q No sodium or water retention 
0 No potassium loss 
( No interference with psychic equilibrium 


@) Lower incidence of peptic ulcer and osteoporosis 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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CLINICAL 
COLLOQUY 


ADVERTISEMENTS 


My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 
they usually take about 

80 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


What is it... 
how fast does it act? 


It’s Percodan®—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan’ is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious 
infections 

... tetracycline 
phosphate 

plus 

novobiocin 


for the 
7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


in common 
mixed 


infections : PA N MYCI N 


...tetracycline 


for children: 


Syrup 


TRADEMARK 


in potentially 
serious 
infections 

... tetracycline 
phosphate 

plus 

novobiocin 


for children: 


Granules 


for the 

7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


| 
The Upjohn Company, Kalamazoo, Michigon 
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BROAD-SPECTRUM 
TETRACYCLINE 

In ITS MOST 
EFFICIENT FORM 
Produces more tetracycline. 
in the blood with no more in 
the dose. No calcium to 
depress blood levels.! Basic 
broad-spectrum therapy in 
bronchitis, pharyngitis, 
otitis media, tonsillitis, and 
other common respiratory 
infections. 


1. Welch, Hs Wright, W. W.; and 
Staffa, A. W.; Antibiotic Med. 
& Clin. Therapy 4:620, 1957. 


THE BREADTH OF 
PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN' 


iximun) antimicrobial 
at the earliest 
moment. The 

biotic preparation of first 
resort in. onewumonia of 
unknown etiology, carbuncies, 
multiple furunculosis, 

and. iAfections 
resistant to previous therapy. 


PANMYCIN PHOS?HATE 
PLUS THE ANTINONILIAL 
PROTECTION OF NYSTATIN 
The logical cheice for 
patients requiring high doses 
of antibiotics or prolonged 
antibiotic therapy; for 
patients with previous 
monilial complications; for 
diabetics; patients on 
corticoids; the pregnont, 
debilitated, or eiderly; and 
for infants, especially the 
premature. 


THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 

SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 
PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 

flavor, in 2 fluidounce and pint bottles. 


PANALBA IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 
SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg,; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 


and 100. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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congestion 


qrall 
UI 


felief for hours 


In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, ‘‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion... .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 

*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release” TRIAMINIC 
Tablet contains: 

Phenylpropanolamine hydrochloride 50mg. 

Pyrilamine maleate . . . - . . 25mg. 

Pheniraminemaleate. . . . . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


first—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then —the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


a ® 
tablets 


running noses.. Ge, and open stuffed noses y 


SMITH-DORSEY a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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help reduce 
the pressures 
ON your 
patients 


help reduce 
the pressures ay? 
patients 


for total management 
of your hypertensive 
patients rely upon 


le Root Rauwoifia 


Raudixin provides gradual, sustained nh of Tranquilizing Raudixin helps relax the anxious 
blood pressure in hypertensive patients, as ‘well as. shypertensiye patient so that he is better able to 
a mild bradycardia. Hence, the work load pe with éxternal pressures without being over- 
heart is reduced. : whelmed by them. ‘By reducing these anxieties and 


... often preferred to reserpine Orivate tensions, Rawdixin helps mental tension 


—h rtension c clef 
practice because of the additional activity 
the w root.” Dosage: Twe alt mg. tablets once daily; may be adjusted 
of the whole roo within range of 50 to 300 mg. Sapplyi. * and 100 mg. tablets. 
Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. Bottles of 100, 1 , fand 2 : 


Squibb Quality—the Priceless Ingredient 


SQUIBB 


> 
\ 
} 
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a Major Breakthrough 
in EDEMA— 
in HYPERTENSION 


EDEMA—'DIURIL' is an entirely new, orally effec- 
tive, nonmercurial diuretic—classed as the most 
potent and most consistently effective oral agent avail- 
able—with activity equivalent to that of the parenteral 
mercurials. It has no known contraindications. 


Indications: Any indication for diuresis is an indica- 
tion for "DIURIL’. 


Dosage: One or two 500 mg. tablets of 'DIURIL' once 
or twice a day. 


HYPERTENSION—'DIURIL' improves and sim- 
plifies the management of hypertension: it potentiates 
the action of antihypertensive agents and often 
reduces dosage requirements for such agents below 
the level of distressing side effects. 


Indications: Hypertension of any degree of severity. 


Dosage: One 250 mg. tablet 'DIURIL' two times 
daily to one 500 mg. tablet 'DIURIL' three times daily. 


Supplied: 250 mg. and 500 mg. scored tablets 
"DIURIL' (Chlorothiazide), bottles of 100 and 1,000. 


'DIURIL' is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INnc., Philadelphia 1, Pa. 


(CHLOROTHIAZIDE) 
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SENSITIZE 


USE 
POLYSPORIN 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes. 
For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 


40 Ea 
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TAKE A NEW LOOK AT ALLERGENS 
TAKE A LOOK AT NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5 cc.). 


A. H. ROBINS INC., Richmond 20, Virginia (PARABROMDYLAMINE MALEATE) 
Ethical Pharmaceuticals of Merit Since 1878 4 
“Typical Allergens: Animal Hair and Dander - Pollen Molds Bacteria Y 

and Viruses » Feathers - Insect Scales - Vegetable Fibers and Seeds Y 

Plant Juices House Dust + Drugs and Chemicals Minerals and Metals. 
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Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


Alt 


COME 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Service to Doctors of 
Medicine 


General medical supplies 


Surgical garment fitting 
department 


Equipment repairs 


Equipment rentals for 
patients 


Munns Medical Supply Co. 


Tenth & Horne 
Topeka, Kans. 


Telephone 
5-5383 


ANXIETY, FEARS—THIS IS AN INDI 


ATION FOR 


SUAVITIL. 


(BENACTYZINE HYDROCHLORIDE) 


a psychotropic agent with specific advantages 


— 
“ab 
= 
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200 mg. (3 grains) tablets. 


150 mg. (212 grains) 
30 mg. (¥2 grain) Narcotic blonk required. 


Demerol hydrochloride... 30 mg. (¥ grain) 


Pain 


WINTHROP LABORATORIES 
New York 18, N. ¥. © Windsor, Ont. j 


Demerol (brand of meperidine), : 
trademark reg. U.S. Pat. Off. ‘| 


RESTORE PERSPECTIVE WITH 
MILDLY ANTIDEPRESSANT 


SUAVITIL, 


Gently, gradually, without euphoric buffering, 
SUAVITIL helps patients recover normal drive and 
helps free them from compulsive fixations. 


RECOMMENDED DOSAGE: 1.0 mg. t.i.d. for two or three 
days. If necessary this dosage may be gradually 5 
increased to 3 mg. t.i.d. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


i 
= ‘ 
3 
: 
| 
i 4 
4 
: 


44 ADVERTISEMENTS 


THE MANAGEMEN’ 
F DERMATOSES.. 
Regardless of Pre 


2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 
3. Abrams, B. P, and Shaw, C.: Clin. Med. 3 :839, 1956, - 
4. Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1954 


G&tc REED & CARNRICK | sersey City 6, New Jersey 6. Bleiberg, J.: Am. Practitioner $:1404, 1957. 


* 1. Clyman, S. G.: Postgrad. Med. 21:309, 1957. 


SIGN OF GOOD TASTE 


=PeERFORMANCE WITH © sine 
Hydrocortisone 0.5% and Special Cval Tar Extract 5% 
Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfat te) and Special * 
al Tar Extract 5% (TARBONIS) in anomtmentbase. 
q 
| 
: 
i 
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gGreritas 


PREVENTIVE GERIATRICS 
a FIRST from TUTAG ! 


Now — 20 to 1 Androgen-Estrogen 
(activity) ratio* ! 


Each Magenta Soft Gelatin Capsule contains: 


Methyltestosterone... 2 mg. Thiamine Hcl. - . 2mg. 
Ethinyl Estradiol... 0.01 mg. 2 mg. 
Ferrous Sulfate _...... 50 mg. Pyridoxine Hcl... _ 0.3 mg. 
Rutin.. ...... 10 mg. Niacinamide... .. 20mg. 


Ascorbic Acid... 30 mg. Manganese - _ Img. 
Copper........... 0.2 mg. 
Vitamin A... 5,000 L.U. 1 mg. 
Vitamin 400 1.U. 40 mg. 
Vitamin I LU. Methionine...... ... 20mg. 
Cal. Pantothenate... 3 mg. Inositol 20 mg. 
Write for Latest Technical Bulletins. 


*REFERENCE: J.A.M.A. 


163: 359, 


1957 (February 2) 


NCORPORATE 


HUTCHINSON, KANSAS” PHONE MOHAWK 5-5551 


| 
5. J. TUTAG & COMPANY [TWIAG] DETROIT 34, MICHIGAN 
| 
THERAPY, | 
NT 
THE NECESSARY EQUIPMENT — REGULATORS, HUMIDIFIERS, | 
FLOWMETERS, CATHETERS, MASKS, CANNULAS—INCLUDING HIGH | 
OXYGEN FOR THE TREATMENT OF THE ‘OUT-PATIENT. 
| TRUCK DELIVERY SERVICE THROUGHOUT KANSAS” 
& 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 


ANESTHESIOLOGY FOR THE DENTAL — be pe’ Dissase: Poliomyelitis, Coxsackie and ECHO Viruses 
+ ° giti 
weak h ee Presentations and Panel Discussions are special features of 
« program 

February 27, 28 and March 1, 1958 iia ilies 
THE CURRENT STATUS OF DRUGS IN 

DENTISTRY CARDIAC AUSCULTATION 

March 5, 1958 March 17 and 18, 1958 


Subjects to Be Discussed: 


PEDIATRICS History of Stethoscope, Selection of 
roper Stethoscope 

March 10, 11 and 12, 1958 Theory of Sound, Principles of Phanncontingeente, Physiological 
Guest Instructors: Mechanism of Production of Heart Soun 
HATTIE E. ALEXANDER, M.D., Columbia University of Auscultation, Normal 
ROBERT E. COOKE, M.D., Johns Hopkins University Abnormalities of the First Sound, Relationship of the P-R In- 
ARILD E. wr terval ic the 
HADDOW M. KEITH, M.D., The Mayo Clinic 
FREDERICK C. ROBBINS, M.D., Western Reserve University Differentiation of 
NATHAN J. SMITH, M.D., University of Wisconsin Systolic Murmurs, Functional Murmurs, Organic Murmurs 
Subject to Be Discussed: ae a of Production, Graham-Steele Mur- 
Blood Disorders in the Newborn Period 
Developments in Infant Nutrition 
Insight into of 8 
Control of Aldosterone Secretion Instructors: 
E. GREY DIMOND, M.D., Professor of Medicine and Chairman 
d Rh tic Fe of Department 
Reticuloendatheliosis = SHERMAN M. STEINZEIG, M.D., Instructor in Medicine 
Prophylaxis of Viral Diseases a 
Significance of Mumps in Acute Neurological Conditions Enroliment limited to twenty (20) 
Treatment of Recurrent Convulsions FEE—$50.00 


of 


COMMODORE 


The Commodore is five minutes walk 
from the finest department stores and 
theaters—five minutes drive to Holly- 
wood, still The Commodore offers quiet 
relaxed comfort away from the conges- 
tion of downtown traffic. Superb dining 
facilities at moderate prices. 


Ideal location for making the 
most of your California trip. 
Tours leave our front door 
twice daily to Movie Studios, 
TV stations, Disneyland, and 
many other fabulous places 

to visit. 


250 outside rooms with view 
Tariff: 


* Studio rooms converting from sitting room into bedroom are available in this price range: perfect 
for conference or for your office away from home. 


1203 WEST SEVENTH STREET 


Los ANGELES 


Telephone: TRinity 7431 


: 
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May We Introduce You? 


To the Service of the Professional Credit 
Protective Bureau, Serving Doctors, 
Hospitals and Clinics 


CHECK THESE ADVANTAGES 


CREDIT CONTROL: Free material to assist in eliminating 
credit losses and slow accounts. 
ECONOMICAL: Total cost of the service is $1.00 per account—20% of the amount 
actually collected. 


SAFE: All payments made directly to you, no assignments of accounts, no expiration 
date for forwarding accounts. 


SIMPLICITY: You tell us when to start—when to stop. 


PERSUASIVE: Psychologically balanced to appeal successively to the only three rea- 
sons why debtors pay: Honesty—Pride—Fear. 


NATION WIDE: All types of debtors—everywhere. 
EFFECTIVE: Proven by the results of years in operation. 


For further information without obligation write . . . 


THE PROFESSIONAL CREDIT PROTECTIVE BUREAU 
1026 Trust . Lincoln 


Central Antitussive Effect ~ mild, dependable : 

Topical Decongestion — prompt, prolonged ThentadiW® hydrochloride... 4.0 mg. 

Antihistaminic and Expectorant Action Potassium guaisco! sulfonate .. 70. mg. 
Aromonium chioride .........,.... 


end of phenylephrine) * 


| 
| 
~/ 
NTRA FRIPHERAL 
Both VEN TRA. an 
Ws 
COnELO! O 
\ < 
 ANTITUSSIVE DECONGESTANT + ANTIHISTAMINIC. 
j 
| Bottles of 16 
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THE LATTIMORE-FINK 
LABORATORIES | 


Topeka — _ El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist | 
A. A. Fink, A.B., M.D., Pathologist t 
Ralph S. McCants, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


GOOD SENSE TRAVELS 
ON WELL-WORN PATHS 


Protection | 
« since 1899 


KANSAS CITY Office: 

R. E. McCurdy, Rep. 
2020 Olathe Blvd., Apt. 305 
Tel. Yellowstone 2-8929 
(If no answer, call Logan 1-1498) 


= . 
| 
i 
WHO SUFFERS 
MENOPAUSE. 
DESERVES. 
“PREMARIN. 
2 
| 


ADVERTISEMENTS 


49 


DIRECT FACTORY BRANCH 


KANSAS CITY, MO. 
112 W. 19th St. © VIctor 2-1080 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus... service... supplies 


RESIDENT REPRESENTATIVES 
TOPEKA 


J. W. HELLER 
710 Pk. Lane @ Phone 6324 


WICHITA 


F. C. LISCUM 
2418 Wilma @ Phone 7-1053 


Child Psychiatry Service 
THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL 


A residential school for elementary grade 
children with emotional and behavior 
problems. 


THE CHILDREN’S CLINIC 


Outpatient psychiatric and neurologic 
evaluation of infants and children to 
eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director—Topeka, Kansas; Telephone 3-6494 


“Wect We at the 


dingles from $6.0C 


Deformity Appliances 
of Quality 


Orthopedic and Surgical — 


Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 
Taylor Back Brace 


Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. Vi 2-4750 
KANSAS CITY, MO. 


| 
— 
> 
HOTE 
7 At Union Square 
= 
Bs 225 Powell Street 
Sam Francisco 
® 
CALIFORNIA 
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Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


* ORTHOPEDIC BRACES * 
* SURGICAL APPLIANCES * 


Manufacturing and fitting to the doctor's 
prescription is our specialty 


Service to the patient at home, hospital, or 
our fitting rooms 


PETRO'S SURGICAL AND 
ORTHOPEDIC APPLIANCES 


618-20 Quincy Topeka, Kans. Phone 40207 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Orthopedic 
Appliances 


E. Iste Co. 


Kansas City, Missouri 


Spinal 
Extremity 
Certified 


Facility and 


Orthotists 
41121 GRAND BA 11-0206 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


| 
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Alseroxylon less toxic than reserpine 
“‘,..alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 


Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 

in the Treatment of Hypertension: Some Observa- 

J tions on Comparative Toxicity of Reserpine, a 

¢ Single Alkaloid, and Alseroxylon, a Compound Con- 

a taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 
at bedtime 


Rauwiloid® 


(alseroxylon, 2 mg.) 


for gratifying 


rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe ie 
Rauwiloid® 4 + Veriloid® 
ond alkavervir 3 mg. 
: oe moderate to severe hypertension. 
Ms Initial dose 1 tablet t.i.d., p.c. : 


in severe, otherwise intractable hypertension. 
Initial dose 4 tablet q.i.d. 


Both combinations in convenient single-tablet form, 


. 


t Riker 4 
| 
4 
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To prevent emotional upsets in cardiovascular conditions 


‘Compazine’, by controlling anxiety and 
tension, can prevent the emotional upsets 
that so often play an exacerbating role 
in cardiovascular conditions. 


And, ‘Compazine’ can be depended upon 
to have little, if any, hypotensive effect. 


Compazine 


the tranquilizing agent remarkable 
for its freedom from drowsiness and 
depressing effect 


Available: Tablets, Ampuls, Multiple dose 
vials, Spansule® sustained release capsules, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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